An Investigation Into The Relationship Between Disassociation, Life Satisfaction and Loss of Control in The Explanation of Gambling Behaviour. by Laurie, Antony Dyson.
An investigation into the relationship between dissociation, life 
satisfaction and loss of control in the explanation of gambling
behaviour
By
Dr Antony Dyson Laurie
Volume 1
Submitted for the degree o f Doctor of Psychology (Clinical Psychology)
Department o f Psychology 
Faculty o f Arts and Human Sciences 
University o f Surrey
July 2008 
© Dr Antony Dyson Laurie 2008
ProQuest Number: 27606597
All rights reserved
INFORMATION TO ALL USERS 
The quality of this reproduction is dependent upon the quality of the copy submitted.
In the unlikely event that the author did not send a com p le te  manuscript 
and there are missing pages, these will be noted. Also, if material had to be removed,
a note will indicate the deletion.
uest
ProQuest 27606597
Published by ProQuest LLO (2019). Copyright of the Dissertation is held by the Author.
All rights reserved.
This work is protected against unauthorized copying under Title 17, United States C ode
Microform Edition © ProQuest LLO.
ProQuest LLO.
789 East Eisenhower Parkway 
P.Q. Box 1346 
Ann Arbor, Ml 48106- 1346
Acknowledgements
I would like to thank my partner, Helen Jones, for her support throughout my training period.
I would particularly like to thank her for doing absolutely everything around the house over 
the last months of training, and keeping my brain fed with an excellent nutritional diet whilst I 
have effectively lived up in my office writing up my Major Research Project and preparing 
this Portfolio.
I would also like to thank David Fitzpatrick-Cockram, Brian Morrow, Laila Jamil, Heather 
Maddever, Claudia Reading and Nigel North for offering me the opportunity to do my 
placements within their services and for offering me excellent supervision. I have fond 
memories of working with each of them.
And finally, I would like to thank my research and clinical tutors. Sue Thorpe and Nan 
Holmes, who have supervised and supported me through my academic and clinical training 
experience.
Copyright Statement
No part of this portfolio may be reproduced in any form without the written permission of the 
author, except by the University of Surrey Librarian for legitimate academic purposes.
Contents
1. Essays................................................................................................................................... 1
1.1 Adult Mental Health Essay...............     2
1.2. Professional Issues Essay.........................................................................................14
2. Problem Based Learning Reflective Accounts............................................................31
2.1. Reflective Account 1 ................................................................................................32
2.2. Reflective Account 2 ................................................................................................38
3. Case Report Summaries................................................................................................... 57
3.1. Adult Mental Health 1 ..............................................................................................58
3.2. Adult Mental Health 2 ..............................................................................................59
3.3. Child and Adolescent Mental Health...................................................................... 60
3.4. People with Learning Disabilities..........................................................................61
3.5. Older A dult................................................................................................................ 62
4. Clinical Placement Summaries....................................................................................... 63
4.1. Adult Mental H ealth............................. 64
4.2. Child and Adolescent Mental Health...................................................................... 65
4.3. People with Learning Disabilities........................................................................... 66
4.4. Older A dult................................................................................................................ 67
4.5. Advanced Competencies......................................................................................... 68
5. Case Discussion Group -  Process Account Summaries.............................................. 69
5.1. Process Account 1 Summary................................................................................... 70
5.2. Process Account 2 Summary................................................................................... 71
6. Research D ossier.........................................................................  72
6.1. Research Log Checklist............................................................................................73
6.2. Service Related Research Project........................................................................... 74
6.2.1. Abstract............................................................................................................... 76
6.2.2. Introduction........................................................................................................77
6.2.3. Method................................................................................................................ 79
6.2.4. R esults................................................................................................................ 83
6.2.5. Discussion...........................................................................................................85
6.2.6. References..............................................   87
6.2.7. Appendices............................      89
6.3. Qualitative Research Project.................................................................................. 121
6.3.1. Abstract..................................................................................................   122
6.4. Major Research Project........................................................................................... 123
6.4.1. Abstract............................................................................................................. 124
6.4.2. Introduction......................................................................................................125
6.4.3. Method...............................................................................................................143
6.4.4. R esults.............................................................................................................. 150
6.4.5. Discussion......................................................................................................... 162
6.5.6. References........................................................................................................ 174
6.5.7. Appendices.......................................................................................................183
1. Essays
Adult Essay
1.1 Adult Mental Health Essay
“The therapeutic skills needed to engage a client in therapy are the same no matter which 
theoretical model the clinician works within”. Discuss with reference to CBT and 
psychodynamic approaches to working with adult clients who present with problems related
to childhood sexual abuse.
December 2005 
Year 1
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Whilst it is hard to provide a universal and clear definition of childhood sexual abuse, a key 
characteristic is that there is a dominant adult who may force (or coerce) a child into some sort 
of sexual activity. Also included is the sexual abuse in which there is no physical activity, 
such as voyeurism, exposure and pornography. Schechter (1976) provided a now commonly 
used definition:
“ the involvement of dependent, developmentally immature children and adolescents 
in sexual activities that they do not fully comprehend, and to which they are unable to give 
informed consent, and that violate the social taboos of family roles”
(cited in Macdonald et al., 1999, p.35).
Whatever definition is used, the effects of this abuse on a child can be devastating and long- 
lasting. Bleitchman and Elliot (1994, cited in Price et al., 2001) reported that the long-term 
effects of such abuse may include adult depression, low self-esteem, anxiety, parenting 
difficulties, sexual dysfunctions, substance abuse and suicidal ideation.
The key theme of this essay is that of engaging the client in therapy, building the therapeutic 
relationship and alliance in the light of the fact that the client has experienced problematic and 
undesirable early relationships. Issues such as power and trust, for example, are potential 
barriers to a fully collaborative therapeutic relationship.
I will first consider my reasons for choosing this essay, before exploring some aspects of 
Cognitive Behavioural Therapy (CBT) and Psychodynamic approaches in relation to adult 
clients who present with problems related to childhood sexual abuse (fi*om here referred to as 
the “Client Group”). In this discussion I will argue in agreement with the main tenet of the 
statement embedded within the essay title, that the therapeutic skills are the same no matter 
which model the therapist works within.
This position stems from my own impressions of the therapeutic alliance which is based on 
my reading of the subject, my experience on the PsychD course to date and fi*om working 
with other people in other job roles.
Whilst it is beyond the scope of this present paper to address the full range of skills, I have 
decided to select a few which I feel are particularly pertinent and which are sufficiently 
evidence-based. There are a number of key diversity issues which a therapist working with the 
Client Group should be particularly aware of. I will discuss a couple of these in this essay. 
These are that of age and gender, two diversity issues which will be particularly pertinent to 
me as a male therapist.
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Finally, I will make a brief comment with respect to the National Institute of Clinical 
Excellence (NICE) guidelines which have an impact on service delivery which I feel is of 
particular relevance for working with the Client Group.
First then, out of the four essay topics, why did I choose this one?
Why did I  choose this essay?
In deciding which essay title to tackle, I came up with what I regarded as key criteria. In view 
of the fact that I have had very limited direct clinical psychology experience prior to coming 
on to the course, I felt it was important to decide on the basis of which essay would involve 
the most useful reading material for the stage that I am at. On placement I have two 
supervisors, one of which is predominantly a psychodynamic therapist. My other supervisor, 
whilst mainly psychodynamic in background, has also had experience of CBT over the last 
five years. Hence in my year long placement I will have the opportunity to experience both 
approaches. In preparation for this experience, I felt that choosing this essay topic would be an 
ideal opportunity to develop my understanding of the two approaches, particularly 
theoretically, whilst starting to gain some experience of the application of these approaches in 
practice. In setting up the key areas for discussion, I feel it is necessary to first make explicit 
my interpretation of the essay title and the assumption on which my answer is based.
Interpretation and Assumptions
Childhood sexual abuse can have a wide range of consequences in terms of the nature of the 
presenting problems in adulthood. An assumption made that underpins the perspective I have 
taken for this essay, relates to the issue that an adult presenting with a history of childhood 
sexual abuse would not necessarily be presenting with the problem of having experienced 
childhood sexual abuse per se. The use of the word “related” within the title also suggests this 
perspective. Rather, that the issue of the childhood sexual abuse underpins the presenting 
problem, be it, for example, depression, anxiety or panic disorders. Obsessive Compulsive 
Disorder or Post Traumatic Stress Disorder.
Hence the focus of my essay will not be on sexual abuse per se. Rather, with this client group, 
it is even more of an issue to build the therapeutic alliance -  to ensure that the key 
characteristics of this relationship are present. Whilst I will argue that it is potentially harder 
to do (due to, for example, trust issues and possible transference related to the Client Group’s
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previous sexual abuse from the dominant adult), it is the most important factor in relation to 
successful therapy outcome. By “successful” I refer to a relationship that engenders the 
conditions under which desired changes can occur. In this regard I will talk about some of the 
key components that underpin any therapeutic orientation.
Another assumption made is that the reader has some knowledge of what psychodynamic and 
CBT approaches involve. Whilst the question set warrants some exploration of the two 
approaches, I have chosen not to detail extensively the ‘ins-and-outs’ of both, which would be 
beyond the scope of this paper. Rather, I have chosen, in the following section, to present 
some information about CBT and some ways in which it differs from Psychodynamic therapy.
Cognitive-Behavioural and Psychodynamic Psychotherapy
Cognitive-behavioural therapy is a relatively short-term, structured and focused 
psychotherapy which can be used for a wide range of psychological problems. The majority of 
the problems related to childhood sexual abuse can be treated with this approach. As it’s . 
name implies, the focus of therapy is on how the client is currently thinking and behaving. 
Linked with this is a focus on the clients’ emotions, and how these tie in with the client’s 
cognitions and related behaviours. Unlike the Psychodynamic approach, the emphasis is more 
on the ‘here and now’, rather than on early childhood experiences. CBT acknowledges that 
whilst part of the client’s presenting problems may well be due to how the client was treated 
by their parents and significant others, the emphasis within CBT is that the solution to the 
current problem rests with how the problem is presented and interpreted presently. So whilst 
with Psychodynamic psychotherapy the focus is largely on these early childhood experiences, 
CBT limits it’s focus to a review of these early experiences, and how this review can help 
change the way the client deals and thinks about them now. In brief, these early experiences 
lead to what are known as Core Beliefs (e.g. “ I am unlovable”, “People are untrustworthy”). 
These are absolute beliefs about ourselves and the world around us. Whilst we develop both 
positive and negative core beliefs, it is the negative core beliefs that are activated when we are 
not functioning well. In response to these, we develop Conditional or Intermediate beliefs. 
These beliefs get activated by a particular critical incident, and subsequently the client then 
sees the world in light of these beliefs, hence their interpretation of the world becomes more 
negative. These interpretations are what are known within the CBT model as Negative 
Automatic Thoughts (NATs). It is at this level where much of the work within this approach 
is focused, on encouraging the client to develop alternative (and positive) ways of 
interpretation. In the case of the Client Group, these NATs may maintain the belief for
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example, that nobody is trustworthy, which will permeate the relationship with the therapist 
and may manifest itself in the form of resistance.
Unlike Psychodynamic psychotherapy, CBT is very structured, in that each session will have 
an agreed agenda. This will normally take the form of a review of the last session, some time 
spent working through the homework that the client has done since the last session, discussion 
of one or two specific problems and discussion of the homework plaimed to be completed 
before the next session. Here then, CBT differs in two key practical ways. Firstly, every 
session has this kind of structure. Psychodynamic therapy on the other hand has no structure 
imposed by the perspective. One technique employed is that the client is encouraged to say 
whatever comes to mind throughout the therapy session. This process is known as free 
association, which this approach would argue is necessary for the unconscious anxieties to 
emerge. Secondly, on this practical dimension. Psychodynamic psychotherapists are unlikely 
to utilise the idea of homework. The theoretical background to the use of homework in CBT 
is that this forms part of the process by which the client can leam some self-help tools which 
can be carried through, post when specific therapy has ended. As much therapy in this respect 
can be conducted outside of the session with the therapist. Within the Psychodynamic 
approach, therapists tend to contain the therapy to within the session; processing the material 
with the client.
Lemma (2003) argues that Psychodynamic psychotherapy “is harder to specify and teach at 
the level of skills” (p.9). This, I would argue, has implications in that there may therefore be 
more variability in the therapeutic abilities and application of the approach by the 
Psychodynamic practitioner. Due to the structure of the CBT model, it appears that the 
essence of the approach may be easier to teach. Enns et al. (1998) argue that competence 
when working with the Client Group is of key importance. These authors cite Figley (1995) 
and Pearlman and Saakvitne (1995) in that linked to the competence in providing services to 
the Client Group, is the notion of vicarious traumatisation, understanding that the importance 
of looking after themselves as therapists. Figley (1995) and Pearlman and Saakvitne (1995) 
argue that certain therapist’s needs can be harmful, and as such, the therapists need to be 
aware of for example, their own potential need to rescue the client, or their possible tendency 
to withdraw emotionally fi*om the client.
With respect to Psychodynamic psychotherapy, the story is complicated too ”by virtue of the 
sheer diversity of psychoanalytic theories that are often at odds with each other, along with the 
technical recommendations that are advocated” (Lemma, 2003, p.lO).
Here then is another very apparent difference with the CBT approach. Whilst of course, 
interpretation and perspective do play their part in CBT, there is more direct focus on the 
cognitions themselves and the emotions and the behaviours that are associated with them.
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Having said above that there is this diversity of interpretation and perspective apparent within 
the Psychodynamic approach, there appears to be a common thread in that throughout the life 
span, there will always be some form of conflict within the individual. The presenting 
problem is seen as essentially a by-product of this internal conflict which needs resolving, 
which the process of Psychodynamic psychotherapy attempts to achieve. However, as Lemma 
states, the Freudian perspective would argue that successful and complete resolution of these 
inner conflicts is unachievable. The goal of Psychodynamic psychotherapy therefore is to 
strive towards, as far as possible, conflict resolution.
Before turning to the key components of the therapeutic relationship, some reference to direct 
outcome studies on the relative successes of these two approaches would be valuable. Price et 
al. (2001) reviewed eight outcome studies. These eight studies had involved therapy within 
the CBT, Experiential, Psychodynamic and Interpersonal Therapy. All interventions were 
supported in that they each resulted in positive change for the clients. This positive change 
was measured with a variety of different tests, including, for example, the Beck Depression 
Inventory (Beck, 1978). One of the observations made by these authors was that in a number 
of these studies, interpersonal functioning improved. As a consequence of this, building a 
strong therapeutic relationship early in the treatment was associated with a positive therapy 
outcome. This supports the perspective taken in this essay, that the skills necessary for this 
positive relationship are arguably more important than the therapeutic and theoretical 
orientation of the therapist. Indeed, Norcross (2001, cited in Comelius-White, 2002) argued 
that the client characteristics are stronger predictors of outcome than specific techniques. Only 
when a helping relationship is engendered can the goals of therapy be achieved.
I will therefore now turn to some of the key components of the therapeutic relationship.
Key Components to The Therapeutic Relationship
The components I have chosen to raise in this essay are those of Unconditional Positive 
Regard, Empathie Understanding, Genuineness (Congruence) and an understanding of 
Transference and Countertransference. The first three stem from the work of Carl Rogers 
(1961) as he first presented these as core components of a helping relationship.
Adult Essay
Transference and Countertransference
Transference, a term coined by Freud, refers to the concept of feelings from one person 
transferring to another. In the context of therapy transference refers to the feelings of the client 
being manifest in the therapeutic alliance. According to Malan (1989):
“Every therapist must be prepared to recognize transference the moment it arises, to accept it 
uncritically, to interpret it to the patient when appropriate, to perceive the relation in which it 
originated, and to interpret this to the patient as well” (p.66).
Countertransference can be regarded as the therapist’s reaction to the client’s transference. 
Being aware of how I, as a therapist, react in my thoughts, feelings and behaviour towards 
what the client presents with and how the client presents, would appear to be a crucial skill 
that I will need to develop over the course of my training, and will be crucial both in CBT and 
Psychodynamic psychotherapy. In relation to the Client Group, this is of particular 
importance. A therapist is likely to be viewed as in a position of authority, and hence 
transference from the dominant or authoritative previously abusing adult may lead to negative 
transference. The fact that I am male and the majority of the Client Group are female 
provides another condition for transference to appear. Some of the negative feelings that the 
client holds (or held) about the abuser may be transferred to me, as the male therapist. This 
could manifest itself in a number of ways including hostility, resistance or even 
disengagement from therapy. Transference might also be encouraged should my age be 
similar to the age of the abuser at the time of the abuse. Whilst transference doesn’t 
necessarily lead to resistance — it can also be of a more positive nature, being aware of it and 
being comfortable and able to open up discussion of this and how diversity issues may impact 
on the therapeutic relationship may be key to therapeutic progress.
In discussing Psychodynamic practice. Lemma (2003) describes the interpretation of 
transference as key in the process of change. The process by which this works is that this 
interpretation changes the client’s relationship to their internal objects, hence allowing the 
clients to develop “more realistic appraisals of the significant others in their lives” (p.83). As 
this approach sees the clients’ current inner and external world being based upon the clients’ 
childhood relationships, working through this transference in therapy can be of great 
therapeutic value.
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Unconditional Positive Regard
A core therapeutic skill which underlies both of the two therapeutic approaches is what has 
become known as unconditional positive regard. Rogers (1961, reprinted 2004) describes this 
element of the therapeutic approach as key to developing a helpful relationship. The ability to 
have unconditional positive regard for the Client Group is of particular importance. This skill 
revolves around the therapist being able to respond to the client in a positive, warm and non- 
evaluative way, whilst caring for the client in a non-possessive way.
Genuineness -  Congruence
Genuineness (Congruence) refers to whether the therapists’ words and actions are in line with 
the therapists’ own feelings. In other words, therapists are congruent when they are 
themselves and not role playing. In 1961, Rogers (reprinted 2004) used the term to describe 
the ideal of being able to match whatever feeling or attitude that is experienced within the 
session, with an awareness of the same. This, he argued, would enable there to be no hidden 
feelings which is essential for the relationship to be a helping one. Although some research 
has shown a positive correlation between congruence and positive outcome, there have also 
been studies that have either shown no correlation or a negative correlation with the outcome 
measures (Klein et al. 2002, cited in Kirschenbaum & Jourdan, 2005). So it appears that 
genuineness (congruence) is not a sufficient criteria in itself.
Empathie Understanding
Empathy relates to the ability of the therapist to truly understand how it feels for the client and 
to be able to communicate this understanding to the client. It has been argued by recent 
researchers (Bohart et al., 2002, Duan & Hill, 1996, cited in Kirschenbaum & Jourdan, 2005) 
that the concept of empathie understanding requires more in-depth research as they argue it is 
more complex than Rogers originally described. In relation to the Client Group, the therapist 
has a challenge in this respect too. Whilst it may be easier for the therapist to understand how 
being depressed feels, as everyone can feel depressed at times, it may be far harder for the 
therapist to understand the client’s feelings about the previous sexual abuse (unless the 
therapist has experienced sexual abuse too). Furthermore, as the client’s perception of the 
therapist’s empathy is paramount, it may be harder to build this desired therapeutic alliance. 
This stems from the idea that the client is less likely to feel truly understood as they are likely
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to believe that, however hard the therapist tries, the therapist simply can not appreciate the 
clients situation.
Recent research has generally supported the notion that these are key components for a strong 
therapeutic alliance in which positive change can result. Kirschenbaum and Jourdan (2005), in 
their extensive review of the person-centred approach, argue that the Rogerian person-centred 
approach is still very much alive, and that Bozarth et al. (2001) concluded after reviewing 
decades of research, that successful outcome is better predicted by these common factors, 
rather than particular therapeutic orientation. Truax and Mitchell (1971, cited in Kirshenbaun 
& Jourdan 2005) in their review observed that out of 14 studies that involved 992 participants, 
there were 66 significant correlations between these core components and positive outcome. 
One point to note, however, is that Rogers did not claim that any one of these key components 
would be sufficient. Rather, he argued, and the above review papers support, that if all 
components are present within the therapeutic relationship, then (as long as the Client Group 
can perceive them) positive changes will occur (Kirschenbaum and Jourdan, 2005).
Before I sum up my main arguments and reflect on what I have leamt fi*om researching and 
writing this essay, I feel it is important and relevant to include some reference to the NICE 
guidelines.
The NICE Guidelines:
The NICE guidelines provide evidence-based recommendations as to the best approach to 
treatment of a variety of different disorders and presentations. In justifying my inclusion of 
reference to the NICE guidelines, I would argue that if they are adhered to too stringently, 
there may well be negative consequences in terms of successful therapy outcome. As one of 
the key characteristics of successfiil therapy outcome is the strength of the therapeutic 
relationship, the over-application of these guidelines within certain NHS Trusts could lead to 
conditions under which this therapeutic relationship will struggle to be developed to a level at 
which the therapy can be successful. To take a specific example, the guidelines for treating 
mild to moderate depression (a possible presentation of the Client Group) suggest six to eight 
sessions of CBT over a 10-12 week period (NICE, 2003). If these are taken to be more than 
just guidelines, clients with such depression may only ever receive the minimum. Whilst the 
therapeutic relationship can be built very rapidly with a large proportion of clients and a lot of 
progress made, the Client Group may well need, due to the reasons argued above, those six 
sessions simply to build the therapeutic relationship, without tackling any deeper issues.
10
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Indeed, the underlying reasons for their presenting problem, may well not come out until 
much later in therapy. Hence, my point here is that over-application of the guidelines could 
result in clients’ needs not being fully met. This over-application may therefore be counter­
productive in that the Client Group may later re-present with some other problem. Whereas, if 
the underlying problem or history had been given the time to surface within the therapy 
programme it could have been processed and dealt with, potentially reducing the chances of 
the Client Group re-presenting later.
Concluding Comments.
Rather than my views having changed, I feel my perspective has broadened through 
researching and writing this essay. In terms of how this knowledge will inform my clinical 
practice, it has confirmed my decision (made along with my placement supervisor) to steer 
away from the Client Group until I am more confident with my generic therapy skills. 
Obviously, this can only be done in terms of reading through the referral notes or initial 
assessment (if already conducted). Undoubtedly there will be occasions where the clients that 
I see will divulge information of sexual abuse nature, which they may not have done 
previously. Under these circumstances, I will be able to seek extra supervision should the 
need arise. This strategy is in line with Enns et al. (1998) good practice view that therapists 
should be very competent as therapists and should evaluate their own abilities before 
providing therapy with this client group.
In the research I have come across, the best indicators/predictors of successful therapy 
outcome has been successful establishment of the key components of the therapeutic 
relationship. Common sense would dictate that one should become a therapist (develop these 
key skills in relating to the client) before trying to become a Cognitive Behavioural therapist 
or a Psychodynamic therapist, or indeed a therapist with any particular persuasion. The 
majority of the research evidence would support this commonsensical view, in that it is the 
successful establishment of these core competencies in communicating with the client that 
predict therapy outcome far better than any specific therapeutic approach.
More specifically, this process has increased my confidence in being able to be a successful 
facilitator of change. Reading “On Becoming a Person” by Carl Rogers (1961, reprinted 2004) 
reassured me that the relationship between the client and therapist and what skills the therapist 
can bring to the sessions which help build and develop this relationship, are more important 
than the specific therapeutic orientation. This has reduced my anxiety in the sense that whilst 
I acknowledge my own learning needs in relation to developing my understanding and
11
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experience of both approaches, I am more confident in having some of the key skills that I 
have raised in this essay. I now need to practice these skills within the therapy sessions.
12
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1.2. Professional Issues Essay
Critically evaluate the relevance that a diagnosis of schizophrenia might have for a client, 
carer, clinical psychologist and service manager.
January 2007 
Year 2
14
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According to the Diagnostic and Statistical Manual -  Fourth Edition (American Psychiatric 
Association, 1994) schizophrenia is a disorder that is characterised by deteriorating ability to 
function in everyday life and by some combination of hallucinations, delusions, thought 
disorder, movement disorder, and inappropriate emotional expressions.
There are what are known as positive and negative symptoms. Positive symptoms are those 
behaviours that are present that should be absent whilst negative symptoms are those that are 
absent that should be present. Typical negative symptoms include weak social interactions, 
speech, emotional expression and working memory. These tend to be stable over time and are 
more resistant to treatment (Andreasen et al., 1995). Positive symptoms on the other hand are 
more sporadic and fall into either the psychotic cluster (consisting of delusional beliefs and 
hallucinations) or the disorganised cluster (consisting of inappropriate emotions, bizarre 
behaviours and thought disorder).
Schizophrenia can also be acute or chronic, with acute episodes having the best prospects for 
recovery. About 1% of people will experience schizophrenia at some point during their lives 
(Perala et al., 2007; Narrow et al., 2002, cited in Kalat, 2003). Suicide rates among people 
with schizophrenia are 50% higher than that of the general population (NICE, 2003). 
Historically, before anti-schizophrenic drugs became available in the mid 1950’s, clients with 
schizophrenia were hospitalised, where their condition deteriorated over the years. De­
institutionalisation over the last five decades has placed increasing influence on the role of 
relatives in relation to providing care. Today many clients with schizophrenia manage to live 
normally with the aid of medication and support in the community. Assertive outreach teams 
have been created to act as front line support and dedicated crisis teams to intervene in crises.
I decided to choose this essay option as I have only had limited contact with clients with 
schizophrenia on my placements to date. On my adult placement I only had contact with five 
clients diagnosed with schizophrenia, and most of this was in a observational role. Recently 
on my child placement I have been seeing a young boy of 13 years of age who has been 
experiencing psychotic episodes for over two years. As the most common onset of 
schizophrenia is in the early twenties for men (Kalat, 2003) to be experiencing severe 
psychotic episodes at this early age is uncommon. This contact has further spurred my interest 
both in the condition itself and in my need to develop a broader understanding of the 
condition in relation to developing as a clinician.
Choosing this essay provided me with an opportunity therefore to research the available 
literature and gain a broader understanding of some of the issues in relation to the relevance a 
diagnosis has from different perspectives. This essay therefore aims to evaluate a selection of 
the issues in relation to the relevance that such a diagnosis can have for a client, carer, clinical
15
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psychologist and service manager. Unless stated otherwise, throughout this essay I will use 
the term “client” to refer to an individual who has received a diagnosis of schizophrenia, and 
“carer” to refer to anyone who spends time and energy looking after a client.
For the Client
Early intervention is of key importance. The first experience of a psychotic episode can be 
very fiightening and unsettling. In accordance with clinical guidance (NICE, 2003) as soon as 
a General Practitioner is aware of any acute symptoms, the G.P should consider prescribing an 
atypical anti-psychotic drug at the earliest opportunity and should make an urgent referral to a 
psychiatrist. Rapidly then, coupled with the internal experience of the onset of symptoms, the 
client has to start dealing with being faced with, and interviewed by, a series of health 
professionals and possible sectioning and hospitalisation under the Mental Health Act.
On the one hand then having the diagnosis can help access the appropriate services and 
healthcare with the aim of getting better. On the other hand, a diagnosis can result in a lot of 
changes, social isolation and stigmatisation.
The stigmatisation of individuals with a schizophrenia diagnosis is still rife. Their capacity to 
achieve work that is other than low-wage or entry-level is pessimistic (Baron & Salzer, 2000). 
Thomicroft et al. (2004) report unemployment rates of around 80% in people with psychosis. 
The impact of this is far reaching not only in relation to the financial implications that 
unemployment brings but also in terms of further isolation. Furthermore, media representation 
of clients with schizophrenia is generally far fi-om positive, often that sufferers are violent and 
dangerous. Whilst there are studies (e.g. Friedman, 2006) that show an elevated lifetime 
prevalence of violence among people with serious mental illness (16%) as compared to among 
people without mental illness (7%), these studies also demonstrate that violence is still the 
exception and not the rule as the media presentation would indicate.
Due to the stigmatisation and the employment prospects noted above, families with a long 
history of schizophrenia may come fi-om a lower socio-economic class than the professionals 
from whom they are receiving support. To help overcome this diversity issue and additionally 
the power differential, recent clinical guidance (NICE 2003) places the client in a more 
powerful position, where a collaborative approach to the choice of treatment strategy 
(wherever possible) is advised. Whilst these are moves in the right direction, there is still 
evidence where this is not being implemented as well as intended. For example, with respect
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to the choice of anti-psychotic medication this collaborative approach is often not 
implemented. Paton and Esop (2005) argue that clients perceived the information they 
received about the various medication options as sub-optimal. Without sufficient information, 
clients are unable to make an informed choice about which anti-psychotic to adopt, hence the 
collaborative nature of this process between client and health professional is undermined.
The potential socio-economic class differential can also be in addition to ethnicity differences 
between client and professional. There is debate about whether schizophrenia is more 
prevalent in ethnic minority or white groups. King et al. (1994) reported that whilst members 
of all ethnic minority groups were more likely to develop a psychosis, they were no more 
likely than white groups to develop specifically schizophrenia, concluding that the focus at the 
time (in terms of service provision and research) on these groups was misleading. More 
recently however, Fearon et al. (2006) report incidence of specifically schizophrenia and other 
psychoses in ethnic minority groups being higher than in white samples, suggesting that 
additional preventative support could be offered to these groups.
In relation to the decision as to which anti-psychotic medication a client can collaboratively 
decide upon, many argue that conceptualising schizophrenia within a medical model is where 
health professionals have gone wrong. Indeed, there is an alternative to the medical model, 
which has contributed to the movement to abolish schizophrenia as a diagnosis. Romme and 
Escher (1989) reported that only a minority (35%) of clients receiving anti-psychotic 
medication obtain any significant benefits, and of those many still have to put up with side 
effects of the medication. Romme and Escher have focused their work on the experience of 
hearing voices. The essence of the hearing voices movement is that hearing voices is in itself 
not a sign of illness, but rather a sign that there are other problems often of an overwhelming 
emotional nature. This fits well with the 13 year boy that I am currently seeing. He has also 
experienced hearing voices. Whilst he has not received a full diagnosis of schizophrenia, he is 
receiving anti-psychotic medication. He has also, since the age of eight been suffering from 
severe panic attacks and anxiety. It is entirely possible that his hearing voices are a symptom 
of experiencing an overwhelming emotional state, not inevitably necessitating anti-psychotic 
medication. Romme and Escher (1989) argue and report that a great many people hear voices 
without becoming ill, and that finding a way of accepting these voices is key as is learning to 
cope with the original problems that lie at the root of the experience. Having a good support 
network and carers (or primary carer) available can speed up this process of adjustment and 
make learning to cope with the illness more possible.
In the following section, I will discuss some of the key issues in relation the relevance of a 
diagnosis of schizophrenia for a carer of a client.
17
Professional Issues Essay
For a Carer
A carer may be a close family relation, partner, friend of the client or indeed a paid worker. 
Parents of clients with schizophrenia often feel to blame. Within the medical model, the 
argument that schizophrenia is passed down through genes stems primarily from the evidence 
from twin studies (although the value of this research has more recently been contended, 
Joseph, 2003). In twin studies the concordance rate of schizophrenia in monozygotic twins is 
50% compared to dizygotic twins with a rate of 20% (Kendler, 1983, cited in Kalat 2004).
The more biologically related you are to someone with schizophrenia, the greater your own 
probability of schizophrenia (Gottesman, 1991). Parents can therefore often feel to blame for 
having passed on genetic material. This indicates that, in relation to clinical practice, support 
for parental carers surrounding these feelings of guilt could improve the carer’s quality of life.
Kalat (2004) argues that over time almost everyone with full-time responsibility for a relative 
with schizophrenia loses patience. The resultant hostile expressions (expressed emotion) 
aggravate the condition (Butzlaff & Hooley, 1988, cited in Kalat, 2004). The level of 
expressed emotion has been shown to be a robust predictor of subsequent outcome in 
schizophrenia (Bebbington & Kuipers, 1994, cited in Kuipers, 2006) and for service users 
returning to live in family settings (Kuipers, 2006).
Where there is a dual-diagnosis, the picture is further complicated. Co-morbid substance 
abuse disorders are one of the greatest obstacles to effective treatment (Dixon, 1999). Dixon 
also reports estimates as much as 50% of clients with schizophrenia may suffer from co- 
morbid drug or alcohol disorder. A dual diagnosis can have a major impact on the way that 
carers respond to the client. Barrowclough et al. (2005) observed that carers of clients with 
schizophrenia having a dual-diagnosis (alcohol or drug misuse) tended to blame the client for 
their behaviour (resting the responsibility for the behaviour on the client) as compared to 
blaming the condition itself. The impact that this can have on the carers is that they have 
higher rates of expressed emotion than carers of single diagnosis clients.
As has been studied elsewhere, high levels of expressed emotion seriously aggravate the 
condition (Butzlaff & Hooley, 1998). In relation to clinical practice, this strongly suggests 
that carers need support services in their own right. This is not only for their own direct well­
being to relieve stress and burden of caring for an individual with severe mental illness 
(Barrowclough et al., 1996) but also in terms of client treatment and relapse prevention. 
Indeed, many studies have demonstrated this link (e.g. Butzlaff & Hooley, 1998).
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Family interventions therefore have received a significant amount of funding and research 
interest. The NICE guidelines (NICE, 2003) incorporate the provision of such interventions. 
Supporting the family in supporting the client can therefore reduce the risk of relapse and 
hence the need to access services.
Often, and particularly when acute episodes are occurring, caring for the client can be a full 
time role. This has obvious implications for restrictions this places on the carer too. Social 
isolation is also an issue for carers, as is their availability for full time employment.
Employers can find it hard to accommodate employees who need to take regular breaks of 
varying and unpredictable duration to fulfil their care role. However, the Work and Families 
Act which comes into force in April 2007, provides carers with new rights that include the 
right to request flexible working arrangements.
Becker (2004, cited in Aldridge, 2006) estimates that there are about 175,000 children in the 
UK who provide care and support for parents (or other relatives) in the home with a chronic 
illness or disability. Aldridge and Becker (2003, cited in Aldridge 2006) argue that growing 
numbers of these young carers will be caring for parents with serious mental illness. In a 
qualitative approach, Aldridge identified a number of caring responsibilities which young 
children take on ranging fi-om the more physical tasks (cleaning, washing) to the more 
intimate nursing tasks (bathing, toileting) to more emotional care generally and in times of 
sudden downturns in parental mental health (providing critical crisis support). I mention this 
paper because it contradicts the more common perception and finding that these 
responsibilities have detrimental effects on children’s development (e.g. Buck & Hohmann, 
1983 cited in Aldridge 2006; Meltzer et al., 2000). Rather than focusing on parental and 
professionals’ responses to questionnaires, Aldridge identified that there are positive 
outcomes in having some of these responsibilities, primarily in the realm of reinforcing the 
bond between the child and the parent. Specifically, using this qualitative approach on 
interview data with children themselves (and key workers), Aldridge concluded that “children 
are not at inevitable risk of harm, neglect or developmental delay on the basis of their parent’s 
mental illness”, (2004, p83). However, it is not clear from this paper whether or not the 
children concerned had an alternative caring adult. This has been shown to mitigate the 
negative effects reported elsewhere in the literature (e.g. Schachnow, 1987; Quinton et al. 
1990; cited in Combrinck-Graham, 2006), hence the relevance and validity of Aldridge’s 
2004 paper can be questioned.
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The research surrounding the nature of caring for an individual with a severe mental illness 
however has predominantly been conducted in developed countries. It could be argued 
therefore that it may be due to the demands that developed societies place on the individuals 
concerned and not simply the diagnosis of schizophrenia within the family. Indeed, prevalence 
rates for people in crowded developed cities are higher than for people bom in small towns 
(Pederson & Mortensen, 2001). However, in support of the notion that it is the condition 
itself (and less variance being explained by factors such as whether the country is developed 
or not) Gutierrez-Maldonado et al. (2005) reported similarly high levels of burden and related 
functional and health impacts in South American carers to those observed in developed 
countries.
Family (and other) therapists along with clinical psychologists have a role in offering support 
to these carers to reduce the burden and related functional and health impacts. In the 
following section, I will address some of the issues surrounding the relevance of a diagnosis 
of schizophrenia for a clinical psychologist.
For a Clinical Psychologist
One initial point to note is, aside from the debate about whether the diagnosis of 
schizophrenia is reliable and valid, it is important and relevant for clinical psychologists, and 
indeed other health professionals, to have a common language. Whilst this in itself doesn’t 
necessitate the label “schizophrenia”, a way of easily communicating a collection of ideas and 
symptoms to each other is cmcial. This is in relation to both sides of the scientist-practitioner 
role that the clinical psychologist assumes. Whilst it is cmcial to have a distinct label in order 
to communicate to clients and to health professionals, it is equally cmcial to have categories, 
however defined, from which comparisons can be made between different treatment 
modalities and outcomes. It is also important to note that the clinical psychologist is never the 
only person involved in the care of a client. A psychiatrist is routinely involved and hence the 
clinical psychologist starts their work within this context.
By the time the client gets to see a clinical psychologist, they would generally have already 
seen a number of health professionals (as indicated earlier) and are likely to be on anti­
psychotic medication (as the aim of such medication is long-term). The clinical psychologist 
has to hold both of these issues in mind. The client’s previous experience may pose an extra 
challenge to the engagement and the development of the therapeutic relationship. This is in 
addition to diversity issues such as socio-economic class and the position of power in which
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the clinical psychologist may be seen to sit. Likewise, the client may present quite differently 
to the clinical psychologist due to the medication received from the psychiatrist or G.P.
As scientist-practitioner, clinical psychologists can be instrumental in the planning of 
provision of services. We are armed with a plethora of research skills which can be used to 
design, implement and evaluate different treatment options. This evaluation can then help 
inform the development of community based care for example, in the same way that long-stay 
hospital population provided considerable information on the nature of the deficits of 
schizophrenia which were used in developing the early stages of community based care 
(Curson et al., 1988). To be able to conduct this research, and communicate it to a wider 
audience, diagnostic criteria are crucial.
NICE guidelines (2003) recommend cognitive behavioural therapy (CBT) for individual 
clients. Whilst CBT is no longer the specialist domain of a clinical psychologist, training and 
supervision of other staff in its implementation can be. Whilst within the medical model, the 
initial focus is around treating the symptoms with medication (as indicated too in the NICE 
guidelines), recent research has begun to demonstrate the importance of other factors which 
may benefit the client. For example, clinical psychologists could work with the client on their 
personal identity.
Barker et al. (2001) report that focusing on problems with identity that clients with 
schizophrenia have may be far more beneficial and meaningful to clients that discussing a 
diagnosis of schizophrenia. These authors suggest that the need to develop an identity occurs 
after the onset of the “illness”. So rather than there being an identity issue underlying 
schizophrenia, the symptomatology reflects the individual’s struggle in adapting to having an 
illness. This suggests that clinical psychologists (and indeed other clinicians) ideally should 
focus interventions on this process of adapting and identity formation. This research has 
relevance for the Romme and Escher (1994) work, in that emotional turmoil is a reflection of 
the adjustment process. Furthermore, as part of the adjustment process, Barker et al. (2001) 
argue that clients and family members need continued support to develop their understanding 
of the complex process of developing and living with schizophrenia.
Clinical psychologists can also act to fiirther empower the client. Traditionally it has been 
argued that clients’ descriptions of their experiences are unreliable or invalid, and their lack of 
insight as absolute and invariable (MacCarthy & Liddle, 1994, cited in Barker et al., 2001), 
and that these narratives are symptomatic of the illness itself and should therefore be treated 
with scepticism. However, health professionals who are deemed expert in diagnosing
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schizophrenia also have inconsistent descriptions of schizophrenia (Lavender, 2000). 
Johnstone (1993) and Bentall (1990) report that although ideas and knowledge about 
schizophrenia are prolific, they are not always congruent. Whilst diagnostic criteria have been 
defined, this incongruence and invalidity is one source of evidenee that the movement to 
abolish the label gains support. This movement argues that if it is by no means clear what is 
schizophrenia and what is not and that it could equally be a group of illnesses (as Warner, 
2004, acknowledges) then providing a diagnosis of schizophrenia is inherently inaccurate. 
Furthermore, studies have shown that clients in remission give accounts which are stable over 
time and which are consistent with external observations (Cutting and Dunne, 1989), even 
though it is acknowledged that in an acute psychotic episode people have difficulty making 
sense of their experiences (Barker et al., 2001).
Clinical psychologists have to be aware of ongoing risk management issues and assess for 
dual-diagnosis. The higher suicide rates in this client population reported earlier makes risk 
management a high priority. Helping clients and their families to identify triggers and signs of 
possible acute episodes is vital if risk of self harm (or harm to others) is to be minimised.
In working with clients and carers clinical psychologists can also be aware of broader 
resources available. In addition to co-ordinating care across internal services, there are 
external resources that can be accessed. For example many local and national groups (e.g. 
Carers UK) focused on supporting carers have now been set up as it has become more and 
more recognised that this group also needs support. These types of groups serve well to 
reduce the isolation component associated with the illness.
Being able to offer effective support and treatment also depends upon the context in which the 
clinical psychologist works. Part of this context is the responsibility of the service manager.
For the Service Manager
Schizophrenia costs the National Health Service more than any other mental illness (NICE, 
2003) consuming more than 5% of the in-patient budget. Understanding what a diagnosis of 
schizophrenia means and keeping up to date with the research literature and clinical guidance 
on treatment is therefore imperative when having to make planning of service decisions.
The main relevance of a diagnosis of schizophrenia in relation to the service manager to be 
discussed here relates to planning and delivery of services. The service manager has a
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responsibility of ensuring the community’s needs are met as effectively and as efficiently as 
possible within the resources available. Without diagnoses, one wouldn’t know anything of 
the prevalence rates or the level of need, thus making the task of planning and budgeting an 
impossible activity. It would also be impossible to compare over time how effective the 
provision of services has been, and impossible to make the useful comparison to other 
services and other countries.
In addition to identifying differences between clinical and non-clinical populations in 
planning services, criteria on which to base the diagnosis can also be useful in planning 
different levels of care on the basis of other factors. For example, amongst others. Brier et al. 
(1992) report that most of the deficits which are experienced by people with schizophrenia 
occur within the first 4 to 5 years of onset and that they remain relatively stable thereafter. 
However, Soni and Mahk (1993) report some interesting differences in relation to 
symptomatology between below and over 65 years of age. In essentially identical settings (in­
patient) clients over the age of 65 had significantly fewer positive and more negative 
symptoms. The relevance therefore of having criteria for diagnosis and assessing people 
against these criteria therefore lies in the longer-term planning of the provision of care. 
Identifying differences within the client population increases the ability of service managers to 
appropriately target funds and services according to the level of need.
Service managers and clinicians also have a role in keeping track of international 
developments in the development and successes of treatment approaches (e.g. Hubner- 
Liebermann et al. (2005) compared treatment outcomes in psychiatric inpatient care in 
Germany with those in a Japanese hospital). Whilst treatment outcomes may vary in relation 
to cultural issues, if differences are observed in success rates, questions should then be asked 
as to why these differences exist. The answers to these kinds of questions could then help in 
the local delivery of services. For service managers, particular emphasis can be paid to cost- 
effectiveness research in relation to different treatment approaches. For example, this kind of 
research has been done in other countries (e.g. in Australia by Mihalopuolos et al., 2004) and 
whilst the findings cannot necessarily be generalised to other countries and cultures, similar 
types of analyses could be carried out more locally. There are obvious problems however 
when attempting to convert clinical outcomes into generic economic measurements when 
making these comparisons.
Hopkins and Ramsunder (2006) argue that there is still limited information available as to the 
relationships between client characteristics and the services they receive, and indeed the
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outcomes associated with these services. Service managers have a responsibility in ensuring 
that clients receive a good service. Research into these relationships is therefore paramount in 
being able to plan services appropriately. Hopkins and Ramsunder (2006) studied the 
treatment approaches of 30 clients with schizophrenia. Their results suggested that the 
working alliance (including the bond between the therapist and the client, the therapeutic 
goals and the tasks to be undertaken to achieve those goals) was a strong predictor of case 
management services. This working alliance and the frequency with which housing and 
medication were discussed were also strong predictors of community functioning outcomes. 
Although small scale and preliminary, this study raises questions about the ability of this 
working alliance to be established in the context of shorter-term therapies. Service managers 
need to be considering this issue when developing staff-elient contact structures and policies 
in the delivery of services.
Lack of compliance to taking medication as prescribed has been identified as a major obstacle 
to treating schizophrenia. Medicine management is of key importance in the management of 
schizophrenia, (Naber & Kasper, 2000). Non-compliance with anti-psychotic medication is 
very common in clients with schizophrenia. For example, Corrigan et al. (1990, cited in Naber 
& Kasper, 2000) report non-compliance rates in the first year of treatment of 48%, rising to 
78% within 2 years. In a very recent report published by the health watchdog (12.01.07), the 
Healthcare Commission reports that resource constraints and a lack of appreciation of the 
importance of medicines management at the board level appears to be the reason for mental 
health trusts being outperformed by the acute in-patient sector in relation to medicine 
management (Healthcare Commission, 2007). This suggests that service managers need to 
focus more attention towards schizophrenia (and other) medicine management programmes 
and initiatives.
In another very recent study published in the Psychiatric Bulletin (2007) Claassen et al. 
suggest that paying psychiatric clients financial incentives to comply with the medication 
routine, improved adherence. Whilst their study was small scale, 4 out 5 outreach patients 
accepted the offer of money (between £5 and £15 per single depot injection) and all had 
improved adherence. The repercussions of this improved adherence were their ability to retain 
accommodation, they had fewer problems with their neighbours and the police than before, 
and 3 out of 5 participants had remained without hospital admission since entering the 
scheme. However, as the study was very small scale and 76% of respondents to a 
questionnaire sent to assertive outreach team managers objected to the practice of offering 
financial incentives, the likelihood of this approach being widely adopted in the short-term is
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unlikely. It does however raise an interesting question in respect to funding decisions. The 
small cost of financial incentives will undoubtedly be significantly smaller than the cost 
involved in the hospital admissions of non-compliant clients. This would involve further 
study, both in terms of the effectiveness in approach, but also in relation to opening the debate 
about the ethics of such an approach, and the challenges it may pose to the therapeutic 
alliance.
Whilst service managers have a diffieult task of allocating resources, staffing levels in various 
areas are below the recommended levels. For instance, the government announced just last 
week that almost 1 in 10 mental health Crisis Teams are operating at less than two-thirds of 
the recommended staffing level. These crisis resolution home treatment teams are seen as the 
front line, knowing how many people in the population that the Trust is responsible for who 
have a diagnosis of schizophrenia is crucial in the bid for appropriate and necessary levels of 
fimding.
On a final note, as the NHS is a one of the world’s largest employers, it is likely to employ a 
number of staff who have a diagnosis of schizophrenia themselves or assume a carer role.
The service manager needs to consider plans in terms of how new legislation (e.g. the Work 
and Families Act, 2006) may affect the delivery of service.
Summary and Conclusion
In this essay I have discussed a number of issues in relation to the relevance of a diagnosis of 
schizophrenia. From a client’s perspective, whilst it can help access the most appropriate 
services available, there is some debate as to whether the services offered are indeed the most 
appropriate, particularly in respect of viewing the illness solely within the medical model (and 
associated medication administration). Receiving the diagnosis ean also result in 
stigmatisation and further isolation. Isolation is also an area of concern for carers, and I have 
argued that carers also need support, both in terms of their own well being, but also in terms 
of relapse prevention. This obviously has an impact on the nature of service provision and 
take-up and has direct relevance to clinical psychologists and service managers. Clinical 
psychologists need to hold diversity issues and context in mind when assessing and supporting 
clients. Having read for this essay, I have become more confident in my ability to help my 
current client. As the therapeutic alliance is reliably a key aspect of any intervention, having a 
greater understanding of these issues has enabled me to better relate to my client.
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Reflective Account 1
Within our first session we discussed how we would interpret the intentionally ambiguous title 
of this Problem Based Learning (PBL) exercise. During the process of discussion we agreed 
that the focus of our PBL work would revolve around gathering information about the 
experience of change as people move through a career in clinical psychology and see if the 
models from the literature were helpful in explaining this change. The reasons behind this 
route were that on a personal level we could learn from the models of change and apply them 
to our own stage in the learning process, and professionally we would have a deeper 
understanding of the nature of change in relation to our client. The first was achieved by 
studying a developmental model of ehange (Hawkins & Shohet, 1989) whilst the second was 
achieved with reference to a transitional model (Nicholson, 1990).
According to the Hawkins and Shohet model a trainee clinical psychologist starts off at Level 
I which is characterised by dependency upon supervision and insecurity about performance. 
The clinical psychologist moves through the levels towards Level IV which is the “master” 
level which is characterised by personal autonomy in which learning takes place to 
consolidate and deepen one’s understanding and knowledge. Hence this model was deemed 
very appropriate to our own position in that we had yet to start our clinical practice and had 
high levels of anxiety about our performance once the placements commenced.
On reflection, having been out on placement, having an understanding of this model has been 
of some personal comfort, in that the literature provided an explanation for my anxieties 
which has fit personally, and has in a sense, validated those anxieties.
Nicholson’s “Transition Cycle” has also had personal significance. In this model, a person 
faced with change goes through four phases in a cyclical fashion, from Preparation, through 
Encounter, Adjustment to Stabilisation before finally returning to the Preparation phase. This 
model fits with how I see both specific and more global changes that I have gone through in 
starting a clinical psychology career. An example of this relates to the more global 
preparation, encounter, adjustment and stabilisation aspects of applying for, experience of, 
adjusting over time and being more settled in what I am currently doing. Likewise, I can 
equally apply this model to a specific change such as halving my annual income having come 
on the course.
Looking at my entries in my reflective journal I am reminded of the very emotional journey I 
was on, particularly tumultuous during the early stages. The nature and content of the PBL 
exercise helped establish a forum in which some of the huge changes (in- and outside of the
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clinical training programme) I was going through could be processed, in discussion with other 
CDG members.
Through this PBL exercise several clinically relevant aspects of the nature of change itself 
were highlighted. Firstly, as a group, we had initially decided to rate our own anxiety levels 
over the six weeks of the teaching block. The fact that none of us managed to do this 
throughout the PBL exercise highlighted the fact that clients may find it difficult to keep up 
their homework (e.g. Thought diaries). In practice, I have observed that it is often the case that 
the clients have filled in their thought diaries the night before their next session.
Secondly, there was a mixture of feelings among our group members in terms of our 
individual relationship to change, e.g. apprehension, fear, passive/active avoidance and 
excitement. This reminded me that not every client is going to see the whole concept of 
change in the same way. A mixture of emotions and possible resistance issues may be 
attached to the change process. Furthermore, a client is likely to feel differently to another 
client in relation to an objectively similar change, and is likely to feel differently at different 
times throughout this change. As a therapist, I need to be mindful of this.
Another issue relates to who is the agent of change and the support networks available and 
accessed. Here again there was diversity within the group in terms of the support networks 
people have or have not used as a support resource. This diversity is likely to be mirrored 
clinically. The individual client may perceive themselves to be the sole agent for change 
without any external influences or support (e.g. friends, family, other social groups or 
network). Their perception of the support available to them is likely to impact on their reliance 
on the therapeutic relationship. Being mindftil of how reliant the client is on me as the agent 
of change is also therefore necessary.
Over the last two years I had been working far too much; at one point I had the equivalent of 
two and a third full time jobs. Whilst I was able to have more than fulfilled each of the job 
requirements, one way I managed this was to become very goal orientated and efficient.
When I started the course, I was still very much in this way of working —partly because I had 
to as I still had another job role, but also because I had become accustomed to working in this 
way. When I approached the PBL task I was very goal focused and hence keen within the 
early sessions to have some, albeit flexible, vision of the end point (the presentation). The 
other group members however, were not used to working in this way. I decided to allow 
myself to work their way, and hence no vision of the final goal came about until we had only
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two sessions left prior to the presentation. It was at this point when everything fell into place. 
The week prior to this though the rest of the group suddenly started to panic and began to 
understand the importance of having a goal to work towards. Hence, they learnt that perhaps 
we could have got further earlier and quicker (and wished that we had made better use of each 
session), whilst I learnt that not worrying about the end point and letting it take an arguably 
more natural and leisurely pace works as well.
In the light of learning from clinical practice the PBL exercise helped develop me as a 
therapist and further my understanding of the nature of change. Just as it was initially difficult 
for me (and therefore a challenge) to employ a new process of group working (non-goal 
directed) within the PBL exercise, it has also developed my awareness of how difficult it can 
be for clients to change their way of thinking and behaving. In terms the PBL group process 
itself, through clinical practice I have learnt that one of the key elements to successful therapy 
is to have the client onboard in relation to the proposed plan of action. Whilst I attended 
lectures in which this issue was discussed, the experiential learning of building a therapeutic 
relationship with the client has embedded this belief in me, resulting in behaviour that ensures 
this issue remains paramount in any client contact. One example of this on placement has 
been with a spider phobic client. Whilst initially the behavioural approach included an 
element of relaxation, in collaboration with the client this element was removed as both the 
client and I realised that this work would result in her being somewhat resistant to the whole 
programme. Hence the service user’s needs and desires in respect of what he or she feels 
would fit, needs to be addressed when developing (and re-evaluating) the therapeutic plan; 
just as all CDG member’s opinions needed to be considered.
With clients therefore, the course of action needs to developed in collaboration with the client, 
so that by the time the proposed route of change has been sketched out, the client feels some 
ownership of the plan and the client takes some responsibility for that action.
Linked to this is the issue surrounding diversity -  both within the PBL group and clinically 
when meeting and working with clients. Our PBL group had the widest age range of 
members, with the oldest and youngest members of our trainee cohort. We had a diverse 
background, having come into clinical training from a variety of pasts.
Clinically, I have dealt with clients from across the spectrum in terms of age and background. 
In both of these contexts, having an awareness of where others have come from and their 
reasons underlying their approaeh has been useful in determining how I interact with them.
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On placement there have been few opportunities to discover how diversity issues (other than 
age and gender) impact on clinical work, simply due to the demographics of the area. Age and 
gender however played a part within our PBL group, and have noteworthy possible 
implications for clinical work. One of the first decisions our group was to make was selection 
of a Chair and a Scribe. The Chair was taken up rapidly by a male member whilst the Scribe 
was accepted by a female member.
We discussed this across CDG groups and it transpired that all CDG groups who had male 
members, had a male Chair. Whether this was purely coincidental or whether it has something 
more to do with stereotypical male/female roles, beliefs and interactions is debatable. 
However, what it highlights and is played out in clinical practice is that one needs to be aware 
of the transference and counter-transference issues within the elient-therapist relationship.
This diversity within our group was one of our group’s strengths. The biggest strength 
however was our humour. Humour kept the group working collaboratively and maintained 
cohesion. An illustration of the cohesiveness relates to the issue of the working strategy (goal 
• or non-goal focused). Members of the group checked along the way that I was happy with not 
having achieved much in the early sessions. Whilst I was completely happy with this 
different way of working, as it was a possible learning opportunity for me, this checking, 
whilst unnecessary for me personally, was comforting none the less. In clinical practice too, 
checking that the client is still onboard and happy with the progress of therapy is important.
The PBL exercise therefore achieved its aims of co-operative working, reflective practice and 
highlighting links to clinical practice and learning. Whilst the title set was ambiguous and 
could therefore argued to be too open ended, it allowed for personal and group interpretation 
which opened up the communication channels between the group members. It also provided 
the forum for the process of understanding the relationship to change, both from my own 
individual experience of embarking on a career in clinical psychology and for the clients who 
seek help in finding a way in changing some aspect of their own lives.
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This was our second Problem Based Learning (PBL) exercise undertaken within our Case 
Discussion Groups (CDG). There were several major points of interest for me personally 
relating to this exercise. The content of the exercise itself was one that elicited great debate 
within our group and really got me thinking about how I would tackle this problem if this was 
a real-life scenario which I was faced with in my clinical practice. It was also interesting in the 
sense that in the light of subsequent clinical experience within ehild services, many questions 
we debated re-appeared when working with parents. In these ways, this topic was far more 
beneficial on a number of levels than the previous exercise in relation to the “Relationship To 
Change”. The process of how the group developed and tackled this exercise was also so very 
different from the previous one. Before expanding upon these reflections, I shall first present 
the problem with which we were faced.
The Problem
The problem concerned what should be done in relation to two children who had been 
placed in short term foster care, who had been deemed to be at risk (emotional abuse and 
neglect) in the care of their parents. The parents were very committed to have their children 
returned, whilst the Local Authority wanted the children placed up for adoption before it was 
too late. The children’s Guardian believed that the parents could learn, with the appropriate 
support, to become “good enough” parents to satisfy Social Service’s requirements. Please see 
Appendix A for the full brief for the exercise. We were “commissioned” to conduct a full risk 
assessment in the light of the information presented. There were immediately many issues 
apparent. What constitutes “good enough” parenting, was the support they had received 
previously targeted and delivered appropriately considering the mother’s mild learning 
disability (and both parent’s difficulties with reading and writing), what were the risks for the 
children of being returned to their parents, what were the risks for the children of being placed 
up for permanent removal from their parents? Was the Local Authority’s intended course of 
action determined (if only in part) due to the issue of learning disability? These were just 
some of the issues that sprung to mind in our early discussion of the problem. We decided to 
consult two important documents which we felt were extremely relevant. These were The 
Child Act (CA, 2004) and the Disability Discrimination Act (DDA, 2005); the “Acts”. It was 
felt that these two acts might in some ways oppose each other in relation to the rights of 
protection of the children from the apparent emotional abuse, domestic violence and neglect 
and the rights of the parents under the DDA and would not only add to the interesting debate, 
but were crucial to help inform our view of the most appropriate course of action. On a 
personal note, reference to these also developed new knowledge of the current legislation (and
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related guidance e.g. “Working Together to Safeguard Children” (HM Government, 2006)) 
applicable to these kinds of dilemmas facing clinical psychologists and other professionals.
The Process
The PBL exercise was to culminate in a presentation. My personal contribution to the process 
of deciding what issues to address and how to present our research surrounding this dilemma 
could be clearly seen in the way we set out to tackle the problem. Before entering on to the 
PsychD training course I had developed ways of working which can only be described as goal 
orientated and very efficient (due to simply having to due to multiple employment and 
excessive workloads). This became very apparent when we attempted the first PBL exercise, 
when my approach contrasted significantly with all others in the group. From a very early 
stage I was very keen to develop a rough (albeit flexible) plan for the presentation, whilst 
anxiety drove the others in the group to want to consider all possible options and conduct 
significant amounts of research before deciding upon the shape of the presentation, only 
finding themselves panicking during the last week without a plan. I have written about this in 
the previous PBL Reflective Account, so won’t repeat myself here. This is relevant to the 
current account in that it was very interesting to see that the other members of the group had a 
strong desire to develop a presentation style and shape very early on. This was then to drive 
(and narrow down) the literature research and our work together, fitting the information found 
to the plan. Our facilitator was keen to fiume this change in relation to the group having 
matured as professionals. In relation to clinical practice, my influence on the way of tackling 
problems has also been of direct relevance in relation to an understanding of working within a 
context of limited resources (staff, time, money, etc) within for example, a multidisciplinary 
team, (MDT). All members of our group have now developed an appreciation of how it’s not 
always necessarily best or possible to explore absolutely every avenue before embarking on a 
problem solving exercise or course of action within a client-therapist-team setting, and 
actually report working more with this in mind since the PBL exercise.
This particular process has contributed to some changes in the role of my group membership. 
In addition to other factors (background, experience, approach), I feel that from the 
perspective of others this has inadvertently positioned me more towards having a supervisory 
role within the group. Whilst I have supervised many people before on different levels and in 
different contexts, as we are all employed and positioned as Trainees it has sometimes felt 
uncomfortable, often simply left to reflect in real time on issues raised, rather than having the 
space to raise my own issues within the CDG. In relation to my clinical practice, on placement
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I often have members of staff approach me to discuss their concerns about other members of 
staff or other problems (personal or work related). Over time I need to reflect further on why 
this is the case, and is beyond the scope of this aecount.
We split the work into several sections according to our plan for the presentation (as discussed 
in the following section). Every time we met up we discussed relevant papers we had 
identified and put them into the context of the two Acts. In the light of subsequent clinical 
practice, this approach of delegating specific tasks across different group members and pulling 
them together during discussion has worked well within the MDT on placement.
The Outcome
The end goal was a presentation of a view stemming from the research we conducted and the 
discussions that entailed. We had decided early on to present the final summing up section of 
a court proceeding on which the decision relating to the onward care of the two children 
involved in this case would be made. As there were six group members, two would be in 
support of the adoption route and two would present arguments for returning the children to 
the parents. One member would act as a narrator whilst the sixth member was to be the Judge 
of the proceedings.
One solicitor on each side would present a summary of how the CA applied in this case, the 
opposing solicitor would present how the DDA applied. One clinical psychologist would 
argue in terms of, amongst others, the lack of appropriate support previously provided, the 
detrimental effects on the children’s emotional development and well-being if separated 
permanently from their parents and the associated risks to the children of the adoption route. 
The other clinical psychologist would argue in terms of the risks and long term effects of 
witnessing domestic violence, experiencing emotional neglect, and the inability of the parents 
to parent “effectively” and the related effects on the children’s educational and other 
developmental needs.
Given that are many diversity issues that could have lead to a diverse range of opinions 
relating to the desired outcome, I was surprised that there was little diversity in our thoughts 
and feelings about how we would respond and work with such a dilemma in clinical practice. 
One such issue related to the fact that we have a parent amongst our group. We also have the 
widest age range of group membership, with the youngest and the oldest members of our 
trainee cohort. We also have a mixture of female and male members, and like the rest of the 
trainee cohort, our group members’ background is also diverse; some members having had
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very limited experience of working within a mental health setting whilst others having had 
several years and some of which in management positions. One of the issues that we 
discussed as a group was surrounding the age of the parents in the scenario, and the specific 
inclusion of fact the father was 14 years younger than the mother. We explored the relevance 
of this information and concluded that had it been the other way around, particular reference 
to it would probably not have been made. In relation to clinical practice, being aware of the 
relevance or irrelevance of any particular information about the client can help reduce any 
potential prejudices creeping in, either fi*om within ourselves or observable fi*om other 
professionals involved.
In relation to the choice of roles, the gender issue was apparent. In our first PBL the “TV 
Show” presenter (main character) had elected himself for the role. As for last time, this time I 
was keen to offer up every role (including the role of Judge) to anybody in the group. The 
other male in the group however quickly allocated me to the Judge role. On checking, no one 
else wanted the role (or at least wanted to challenge the allocation). It was interesting to see 
yet again, even though this issue had been discussed at length within our group following the 
previous PBL exercise, both female and male members of the group were keen on this 
allocation.
Following our research and discussions, we were unanimously agreed that the best option for 
the children in the scenario was to be returned to the parents, aceompanied by much greater 
support than had been provided previously, and delivered by competent members of staff. 
However, we had identified that in real life, only 20% of cases that result in court proceedings 
actually result in this way. Hence we decided to opt for a potentially controversial yet realistic 
conclusion to our presentation, in that the Judge would rule, as in 80% of real-life cases, that 
the children should be placed up for adoption as soon as possible. In a sense, this also 
reflected our confidence as professionals to be able to present something more controversial 
than the alternative. Our presentation was in fact the only presentation which inspired a 
plethora of questions from the audience, both from trainee colleagues and from the service 
users present, and had therefore achieved one of the additional goals of opening up more 
debate. This debate relates back to the notion of whether parents are “good enough”. An 
important observation from my subsequent clinical practice, is that this question often re­
appeared. Many of my clients presented with “challenging behaviour” and many of my 
formulations were around the parenting styles employed by the parents (or primary carers) 
involved. Yet on only two occasions did I need to discuss with the parent(s) the issue of Child 
Protection and the possible removal of their ehild(ren) into the care of Social Services should
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they continue with their style of parenting. In contrast though, the Learning Disability issue 
within the PBL scenario seemed to activate the “good enough” and “remove from parents” 
questions almost automatically, by virtue of the presence of the mother’s learning disability, 
which is what we had discussed within our early PBL group meetings.
Final Reflections
One further reflection relates to the change of PBL (indeed CDG) facilitator. Whilst this was 
not the first time that our group experienced such a change, the start of this PBL exercise was 
accompanied by a new facilitator. I feel this facilitator was keen to eneourage the group to 
work in the way discussed above. This helped the group move forward and come up with a 
plan promptly and work more efficiently. Utilising this goal orientated approach will not 
always be the best method however, as one of the drawbacks is that the narrowing down of 
the parameters for researching too early could lead to an insufficient knowledge base on 
which to draw conclusions of such gravity as in this task.
The particular content of this PBL exercise is undoubtedly going to assist me in my next 
clinical placement and beyond. I will be working within a learning disability service covering 
both adults and children and I now have a much better understanding of the relevant 
legislation and some of the additional issues that people with learning disabilities may have to 
face.
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Appendix A - Problem Based Learning Exercise -  The B rief
“Child Protection, Domestic Violence, Parenting, and Learning Disabilities’
The Stride Family
Live locally 
Supportive
Raised in the 
care system 
Mrs S
Mr S
Twins
Sally Sarah No contact with mother and father
= Domestic Violence
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The Problem
The twins, Sally and Sarah Stride, were placed in short term foster care, following a 
recommendation of a full child protection case conference, and enacted at an initial 
Court hearing, that the children continued to be at risk in the care of their parents.
The children were on the child protection register, under the categories of emotional 
abuse and neglect. The children’s Guardian has approached you, and asked you to 
help the Court by conducting a full risk assessment, and if appropriate, to help the 
Court develop a rehabilitation plan for the children. This is a joint instruction by all 
parties to the proceedings. However the Local Authority wishes to place the children 
for adoption, before it is too late, in the belief that Mr and Mrs Stride will never be able 
to care adequately for their children. Mr and Mrs Stride are passionate in their 
commitment to have the children returned to their care.
Some Background Information.
Mr and Mrs Stride are white English. They live on State benefits. Mrs Stride is 
described as a woman with learning disabilities, in the mild range. Mr Stride attended 
a school for children with special educational needs. Mr and Mrs Stride do not read 
and write English. It should be noted that many long reports have been written about 
them, their children, their care of their children and so on. Their solicitors read the 
reports out loud to them, usually once, and sometimes on the morning of a Court 
hearing.
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Mrs Stride has two older children living with separate adoptive families. She is not 
able to have contact with them at the moment, as it was a closed adoption. This is 
because her first husband was extremely violent to her, and threatened violence to 
the previous social workers. Social Services staff feared for the safety of the adopters 
if their whereabouts were known. Mrs Stride promised herself it would be different 
with this marriage and for these children.
Mr Stride has physically assaulted Mrs Stride, during disagreements. She minimises 
his behaviour, saying it is nothing compared to what her previous husband used to do 
to her. The two children have witnessed these arguments and assaults.
Mr Stride’s parents are supportive. They buy clothes and toys for the children, and 
occasionally buy food shopping for the family. Apparently, they are unable to look 
after the children, because Mr Stride’s mother suffers from a painful rheumatic 
condition. Mrs Stride was raised in the Looked After Children system, and has no 
contact with her family of origin.
Mr and Mrs Stride live in conditions of deep poverty. They do not have many 
household appliances that work, and it seems that Mrs Stride struggles to understand 
the workings of the second-hand appliances donated to them by family. It would 
seem that Mr Stride understands their workings, but is not prepared to use them. 
Social Services staff are most concerned about physical neglect of the children’s 
needs. Family Centre staff say they have tried to engage both |Mr and Mrs Stride in 
parenting classes, but the couple do not attend on a regular basis. The Family Centre 
appointed a family worker to visit the home, and show Mrs Stride ‘how to keep 
house’. The family support worker has not been trained to work with parents with 
learning disabilities. The Social Worker says the Department has offered the family 
everything, and it makes no difference to the care of the children.
Mr and Mrs Stride are desperate about the loss of their children. They want them to 
come home. They fiercely resent the foster carers, and the supervisor of their contact 
with the children. The children’s Guardian believes the parents can learn to be ‘good 
enough’ to satisfy Social Services requirements. Mrs Stride was referred to the local 
AMH service for help with feelings of despair and depression. She is taking anti­
depressant medication, and is seeing a CRN for counselling.
Prompt Questions
 something about paying attention to the professional network (liaison,
communication, respective roles)
 something about safety, risk assessment and risk management
 something about parenting and LD
 something about child witnesses to domestic violence
 something about the effects of poverty and class discrimination
 something about literacy and verbal comprehension (effects of anxiety and
stress on memory and comprehension, and willingness/ability to express concerns, 
and say, ‘I don’t understand these reports’)
 something about resilience, adversity, depression and coping
 something about the role of grandparents in the care of children
 something about children of parents with learning disabilities
 something about gender issues and scripts
 something about psychologists, child protection and the legal system
How would you address things differently if this family were black, or if the parents 
were both of the same sex, or if the family came from a middle class background or if 
they were of average intelligence?
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The content of this exercise was particularly beneficial to me for two reasons. Firstly, it raised 
questions and provoked thought about what it might be like to be an older adult. Apart from 
my own personal experience of older adults (grandparents and other family members, and 
volunteer work within Age Concern centres) I had had limited experience of this client group. 
Secondly, it raised a whole plethora of interesting issues and debate surrounding the potential 
impact of ethnicity and related traditions. Through my clinical experience to date, the majority 
of my clients have been “White British”. This final Problem Based Learning exercise (PBL) 
gave me an opportunity to think about many issues related to ethnicity and apply them to a 
specific case, which I feel is the next best thing (in relation to my own professional 
development) to actually being presented with a case like this in clinical practice.
The Problem
The problem related to a daughter’s concerns about her 72 year old father’s health. She was 
concerned about his apparent short-term memory difficulties, personal neglect, weight loss 
and ability to care for himself. Originally from Pakistan, he did not speak English and now 
lived on his own following the death of his wife. He had two daughters, one who now lived in 
Pakistan following the tradition of an arranged marriage, and one in the UK who had 
previously been disowned by the family for marrying a European. He did now have some 
limited contact with this latter daughter (who had approached Social Services). Whilst he 
previously had strong links with the Muslim community, since the death of his wife, he had 
fallen out with the mosque. He continued to pray at home. Full details of the problem set are 
provided in Appendix A.
Many questions immediately came up in our discussion as to how we would tackle this kind 
of referral. For example, was the father aware of the referral? Would he be able to consent to 
any involvement with Social Services or indeed input from our team of clinical psychologists? 
How significant were the short-term memory problems? Were these possible signs of 
dementia (Woods, 1996) or were they related to possible depression (Lindesay et al. 1989)? 
Was it possible that he simply lacked the skills for self-care (e.g. cooking etc) as this is 
something that his wife, until her recent death, always did for him? What are the cultural 
implications in relation to him engaging in services? Too many questions to list here exploded 
in our early discussions around this topic.
49
Reflective Account 3
Process Reflections:
Choice of presentation
We discussed running the presentation on the lines of a team meeting, having received 
questions from Social Services about how to proceed. Some members of our group did not 
want to do another “role play” (as we had done on the two previous PBL presentations). Some 
members were very anxious about running a presentation without a clear structure and pre­
prepared scripts. On one early meeting, no progress was made as some members felt they had 
to read and research for a few weeks before discussing things further. It took some time to 
encourage them to understand that as third year trainees, amongst the six of us, we would 
have enough information from our different experiences which we could pool together and 
apply appropriately to this case. Once that hurdle was overcome, each member was able to 
contribute ideas and appropriate suggestions as to how we would, as a team of qualified 
clinical psychologists, deal with a referral such as this in our clinical practice.
Wav of working
Over the course of the three PBL exercises, our group had changed its way of 
working. The group had moved from a process in which every avenue was sought, considered 
and researched before any plans for a presentation style were discussed, to adopting my more 
goal-orientated approach (in which the style of the presentation was decided early on and 
hence we were able to focus our thinking and reading around this end goal). Having 
considered this in a previous reflective account, I wont discuss this point at length here.
Important considerations
One of the key documents we considered was the new Mental Capacity Act (MCA, 
2005) in relation to the question of the father’s capacity to consent to assessment and possible 
intervention from services. In accordance with this Act, he must be assumed to have capacity 
unless proven otherwise. Therefore, should he not wish any intervention from services and 
there not be sufficient evidence to prove that he doesn’t have capacity to make this decision, 
services would not be able to intervene. The discussion around the MCA (and reading of the 
relevant policy documents, e.g. “Seeking consent: working with older people”. Department of 
Health, 2001) also represented new learning for me. Whilst we had had workshops on the
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MCA, this exercise helped both to consolidate previously discussed issues and also to raise 
new questions in relation to applying the MCA in a case like this.
Many key diversity issues needed to be addressed, considering various family 
traditions. As none of our CDG were of the same ethnicity as the father, we felt it prudent to 
explore a number of issues with our colleagues who were Pakistani and of the Muslim faith, 
from which helpful information was gathered. From these and our subsequent discussions, 
many issues in this case could potentially make it harder for the father to engage in services. 
For example, issues we considered included the father’s views on his daughter wanting to care 
for him, whether our first contact with him should ideally be with a male psychologist, how 
best to help him re-engage with the mosque and how to get the mosque to facilitate this 
process. Being aware of how our ethnic origin and religious beliefs may affect both the initial 
contact process and the ongoing assessment and possible intervention was therefore high on 
our agenda.
We also considered many issues related to risk. Two examples discussed include, 
firstly, the memory problems leading to a fire hazard (e.g. leaving the saucepans on to boil 
dry) and secondly, possible depression following bereavement and his reduced social network 
(since not attending the mosque) leading to isolation and increased risk of suicide (Dennis et 
al., 2005). We would need to remain mindful of all risk issues.
Group dynamics
In reflecting on my own contribution to the group over time there is one particularly pertinent 
issue. I have therefore chosen to discuss this issue here potentially at a cost of not exploring 
other issues further. This relates to the group dynamics from the end of the second year rolling 
over into the beginning of the third year of training. As the issue of my being bullied within 
the CDG and the possible perspectives of others have been discussed previously it will not be 
reflected upon at great length here. However, in terms of the dynamics of the group for the 
PBL exercise there was still evidence of bullying, albeit less aggressively (overtly). There are 
two prime examples of this. The first included making arrangements to meet as a group 
(whereby my opinion appeared to count for nothing). The second and perhaps more surprising 
revolved around agreed workloads. As a group we decided upon what areas each of us would 
work on until our next meeting. I prepared mine only to find on the next meeting that another 
member had changed her area and had prepared mine instead. The rest of the group agreed 
that it was alright for her to change her focus, and ignored the fact that I was then left without
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a particular perspective to raise within the forthcoming presentation. I decided not to raise this 
as an issue at the time as I felt it would only isolate me fiirther. Additionally, I felt that there 
was enough time to consider another perspective and through the presentation style we had 
agreed upon, I had faith in the fact that I would be able to make a valuable contribution to the 
presentation on the day. Whilst this issue
revived the feeling of isolation, I was more surprised than anything that, following our CDG 
meetings and discussions with senior course team members, this could still occur.
I was in a dilemma whether to raise this issue or not within this reflective account. On the one 
hand I wanted a space to reflect upon this as it did impact the group process and in a sense get 
it “off my chest”. On the other hand I knew the markers or course team members may wish to 
take the issue further. As it has already been taken up in depth, I really feel that the 
disadvantages of raising it again (destroying what progress our CDG has made in terms of 
feeling like we are “getting along”) outweigh any potential advantages to me personally. 
Hence I have assumed (which settled my dilemma) that reflecting upon this in this account 
and having discussed some issues with my clinical tutor, it would be safe for me to discuss 
what I have here without it being raised further.
One final note about the above group experience relates to my own professional development. 
When working within a team of professionals it is clear that the group dynamics can result in 
one member (or potentially more) feeling isolated and silenced. Having been through this 
personally now, I feel that I have an understanding of what it feels like, may be better placed 
to identify it occurring in my clinical practice and better able to take the necessary steps to 
reduce its impact on an individual in any subsequent team I work within. The slightly 
concerning issue is that even following in-depth exploration and discussion, some 
professionals (as well as clients) will be unable (or unwilling) to adjust their behaviour. The 
‘intervention’ will, in those cases, as in mine above, be focused on helping the isolated 
individual (client or colleague) adjust perception of the experience and develop coping 
strategies to reduce the level of distress experienced.
Evaluation andfinal reflections
In the light of my subsequent clinical practice, working within a health setting (district 
hospital), I noticed that as a group, we had actually raised the key issues. Furthermore, I have 
noticed on placement that attitudes towards older adults are sometimes less favourable than 
attitudes held towards their younger counterparts. These attitudes can often have a direct
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effect on the care that the patient receives (e.g. social support, number of physiotherapy 
sessions offered). I see part of our role as clinical psychologists, therefore, is to include 
helping other professionals identify factors that can (often inadvertently) differentiate the level 
of care given to clients. This is one area that we failed to discuss within this PBL.
At an early stage, even though I was one of the members keen on the presentation style of 
holding an unscripted “team meeting”, I felt that we weren’t doing enough actual “work” on 
the PBL exercise. Hence this prompted me to do some more reading around the policy 
documents. However, on reflection, once I reminded myself that we should now all have some 
skills and knowledge to draw upon, I felt less need to actually “do” (more reading) and more 
confident in just “thinking” about what I would do.
The approach we adopted ended up very similar to those of the other groups. This in itself was 
interesting. One perspective that was discussed related to the fact that most groups found it 
hard to present the case due to there being so many issues to consider. It was felt by some 
individuals that it was too risky or possibly controversial to present the PBL in any way other 
than a team meeting. Personally I feel that an alternative explanation, applicable at least for 
our group, was that as a group (after the initial hurdle, outlined above) we felt confident 
enough in our own abilities and knowledge to present in such a way. Those members who 
were initially cautious about the plan were pleasantly surprised when it all came together so 
well. The fact that all members of our group, myself inclusive, realised that we do actually 
now possess some experience and knowledge which we can draw upon to inform our clinical 
practice, has given us all confidence in working in real-life scenarios.
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Appendix A - Problem Based Learning Exercise -  The Brief 
“W orking with O lder People”
The Problem
Mr. Khan’s youngest daughter, Maya has contacted Social Services about her father’s 
health. She is concerned about her father who has been suffering from short-term 
memory problems. He has been leaving the kettle on and saucepans on the stove to 
boil dry. He has been neglecting himself and his physical health is deteriorating. He 
has lost some weight and he has been eating out-of-date food.
Maya, the youngest daughter is urging Social Services to do something and also 
asking her older sister, Shazia to return from Pakistan to help sort out a solution for 
their father’s care.
Some Background Inform ation
Mr. Khan is 72 years old. He migrated to the UK from Pakistan in his mid 30’s. He is 
a retired bus driver. He learned English after coming to the UK.
His wife died o f cancer 9 months ago. Mrs Khan did not speak English and spoke only 
Urdu. She was primarily a home maker, working occasionally as a private dress 
maker.
Mr & Mrs. Khan have 2 daughters Shazia and Maya. Both daughters were bom in the 
UK and have had English education. The eldest daughter, Shazia had an arranged 
marriage in Pakistan where she lives with her family. Her husband is a shop-keeper. 
They have 3 children. Shazia’s eldest son Imran is currently contemplating coming to 
the UK to University.
Maya, the younger daughter married a European and was disowned by the family. She 
had no contact with her father till her mother passed away 9 months ago. Maya and 
her husband have no children. She is University educated. She and her husband are 
both journalists and fairly mobile, travelling 3-4 days a week throughout Europe and 
sometimes at short notice.
Mr and Mrs Khan were both religious and had links with the Muslim community. 
However, Mr Khan fell out with the mosque about they way they responded to his 
wife’s death. He has stopped going to the local Mosque but continues to pray at home.
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3. Case Report Summaries
57
3.1. Adult Mental Health 1
This Case Report details the work I conducted with a woman who had been suffering from 
severe arachnophobia for the majority of her life. Her arachnophobia was so severe that she 
was continually checking her environment for any presence of a spider. Whenever she saw a 
spider her heart raced, her breathing quickened, she felt sick and lost her appetite. She had 
developed an intricate set of checking behaviours.
She engaged fully with the CBT intervention. Following an initial exploration of her belief 
set she became better able to identify her negative automatic thoughts and challenge them 
effectively. She was then able to use these skills whilst in the second phase of the 
intervention when we developed her personal hierarchy of feared situations. We then worked 
through this step by step using systematic desensitisation. We started with imagined exposure 
moving on to in-vivo exposure. The therapeutic approach, which was collaboratively 
developed with the client, was a success. By the end of our work together, she reported no 
longer having negative automatic thoughts about spiders, she no longer experienced the 
physiological reactions, and she was able to let a spider loose in the therapy room, watch it 
wander around on the floor or table next to her, disappear from sight, relocate it and catch it 
using the plastic box from which she released it.
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3.2. Adult Mental Health 2
This Case Report details the work I conducted 57 year old Spanish man who had long term 
mental health issues. The work was conducted within a Community Mental Health Team 
(CMHT). The team required a fresh approach with working with this gentleman. His main 
problem was that he had suffered from depression for a long time and very seldom had any 
energy. He had a very low self-esteem. This gentleman had previously been an alcoholic, 
turning to severe alcohol consumption as a form of escape. He had experienced a number of 
losses in his life, and some not long before my initial contact with him. The plan, which was 
collaboratively developed with the client, was to take a two-pronged approach. Firstly there 
was a focus on challenging his set of beliefs and assumptions within a cognitive behavioural 
framework. The second part of the work was aimed directly at supporting him in increasing 
his daily activity levels. He engaged well with the therapeutic process and made some good 
progress in both reducing the frequency of his negative automatic thoughts and increasing his 
general activity levels, having started some voluntary work using his newly acquired IT skills. 
I also referred him on to the specialist Borderline Personality Disorder team within the CMHT 
for a specialist assessment.
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3.3. Child and Adolescent Mental Health
This report of clinical activity details the work undertaken with an eight year old girl and her 
mother. The presenting problem related to her temper tantrums and her mother’s severe 
distress and anxiety around these. When I initially met the family, the situation at home was 
fast reaching crisis point, embedded in a complex family dynamic. A systemic framework to 
the family’s problems was explored. Developing a less punitive behaviour management style 
adopted by her mother was one of the key areas of work. During the work with this family, a 
child protection issue arose which needed to be handled sensitively. The mother’s own 
mental health issues also needed to be addressed. Despite the child protection issue and the 
difficulties that discussing these with the mother could have imposed on the therapeutic 
alliance, some of the goals were achieved. The young girl became more compliant with her 
mother’s demands, back-mouthed less often due primarily to a more reward-focused 
behaviour management style. Unfortunately, not all the work planned could be carried out, as 
the family abruptly moved away to another UK location due to new parental employment.
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3.4. People with Learning Disabilities
This Case Report details the extended assessment undertaken with a 22 year old man in an in­
patient setting. He had previously received a diagnosis of Attention Deficit Hyperactivity 
Disorder and Autistic Spectrum Disorder. He had been transferred to the hospital due to a 
break down in his previous placement, for assessment and treatment of challenging behaviour. 
This report details the assessment of both his cognitive and adaptive functioning requested by 
the Multidisciplinary Team. Following some high risk incidents within the unit, he had been 
placed under the Protection for Vulnerable Adults scheme. The extended assessment consisted 
of cognitive testing, specific language testing, and an assessment of his adaptive functioning 
levels. A detailed assessment for the applicability of a diagnosis of Autism was carried out as 
this had never been done. As part of this, a full developmental history was taken from his 
adopted parents. A number of recommendations came out of the assessment process, which 
were subsequently used at his Review meeting in planning his ongoing care.
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3.5. Older Adult
This report details the work I undertook with a 73 year old lady with a history of cancer. Her 
main presenting problems were anxiety and severe abdominal pain. Thorough medical 
investigation had been unable to find the cause of these painful and apparently random 
episodes which were often accompanied by diarrhoea. She had developed a set of avoidance 
behaviours around these which included a very restricted eating pattern and severely 
restricting her social life. These behaviours had lead to a serious negative impact on her 
quality of life. She had become very depressed and felt quite desperate. There was a clear link 
between her thoughts about her next abdominal pain episode and the onset of the episode 
itself. Her anxiety was formulated within a cognitive behavioural model. A decision was made 
to focus first on the anxiety, rather than the co-morbid depression. Our work together focused 
on relaxation techniques. Cognitive Behavioural Therapy for anxiety, behavioural 
experiments designed to decrease avoidance behaviours around her eating and leaving the 
house, and improving her sleep hygiene. The frequency of negative automatic thoughts did 
not decrease, although the abdominal pain previously associated with these thoughts did. She 
had begun to leave the house more frequently and had considered applying for some flexible 
voluntary work. The psycho-educational element to the therapy in respect of sleep hygiene 
was also very successful.
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4. Clinical Placement Summaries
63
4.1. Adult Mental Health
This was a year long placement during which I worked with 61 clients. The majority of the 
placement was spent in an Adult Mental Health Team in a town on the south coast of 
England. The service was undergoing large reforms to meet new Government guidelines. The 
majority of my clients were seen in the Psychology Outpatients Clinic and the majority were 
referred to the service by their General Practitioner. Here I worked with a range of clients 
experiencing, for example, depression and anxiety disorders including phobias and worked 
primarily within a Cognitive Behavioural model. I also had the opportunity to be Clinical 
Lead for a specific service development project. There had been a large number of referrals 
regarding anger management. I therefore designed and delivered a CBT anger management 
group intervention over four two hour sessions run weekly. With this I also supervised two 
members of staff, a Practice Liaison Officer (who was a trained Counsellor) and a Graduate 
Mental Health Worker. I evaluated this service development project for my Service Related 
Research Project.
I also worked one day a week within a Community Mental Health Team during which I 
worked with a range of clients with severe and enduring mental health issues within a 
multidisciplinary team.
During the last six months of this placement I worked one morning session in the Family 
Therapy service. Here I had the opportunity to develop my Systemic Therapy skills, doing 
joint work with another Clinical Psychologist. After a short while I became the lead therapist 
for a number of clients whilst the clinical psychologist joined the in-session reflective team.
In addition to developing my CBT and Systemic Therapy skills, this placement gave me the 
opportunity to demonstrate my supervisory abilities, develop skills in using a whole range of 
assessment tools (structured interviews, cognitive tests and personality inventories) and get 
my first thorough insight into the workings of an NHS Trust.
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4.2. Child and Adolescent Mental Health
This six month placement was within a Child and Adolescent Mental Health Team in a town 
on the south coast of England. I was able to do some joint working within this 
multidisciplinary team. This team were also undergoing changes and started to adopt the 
Choice and Partnership approach. I also did one day a week working out in Primary Care in a 
General Practitioner’s surgery. Over the course of the placement I worked with 19 clients. I 
worked predominantly within the CBT, Systemic and Attachment Based Therapy models to 
help a range of children and their families through their psychological difficulties. During this 
placement I developed my skills in working indirectly. I regularly visited schools and 
discussed strategies with the child’s teachers. There was also a Child Protection issue which 
arose for one of my clients which I had to handle very sensitively. I developed my skills in 
using a whole range of assessment tools specifically designed for assessing children. Over 
the course of this placement I developed a whole host of skills in working with children and 
adolescents, and those involved in their care, development and upbringing.
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4.3. People with Learning Disabilities
This six month placement was spent working with the Psychology Service for People with 
Learning Disabilities in a town on the south coast of England. I carried out my clinical work 
with in a range of settings, including residential hospitals (treatment and assessment centres), 
day care services and supported accommodation. I was actively involved with the local multi­
disciplinary Social Services team based, moving my admin base there half way through the 
placement to ease communication with other team members. I learnt to use specific tools for 
assessing people with learning disabilities. Amongst others, I worked with clients with 
challenging behaviour, autism, with vulnerable adults and clients with depression and anxiety 
problems, in a variety of settings. Working predominantly is a systemic way, a large 
proportion of my work was consultative, providing feedback to parents, residential care and 
day centre staff.
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4.4. Older Adult
This six month placement was spent working within the Department of Clinical Health 
Psychology at a District Hospital. After an initial induction to the various physical health 
specialist clinics in and around the hospital, I got the opportunity to work with a few clients 
across the lifespan, with a view to understanding the difference in care that older adults 
sometimes receive, in comparison to their younger counterparts. Most of my work with my 
older adult clients involved CBT and Systemic approaches. I also developed skills in 
Cognitive Rehabilitative Therapy. I worked with older adult clients with a range of presenting 
difficulties. These included adjustment to physical disability (e.g. spinal injury), people 
coping with cancer, anxiety and depression. I also had experience of working with clients who 
presented with high risk of self harm.
All my clients were seen on the hospital site, either in the Psychology Outpatients Clinic or on 
the specialist hospital wards. On this placement I had the opportunity to develop skills in 
using assessment tools specifically designed for older adults, and learned how clinical 
psychology can be applied in a hospital (physical health) setting. I also developed a large 
amount of medical knowledge.
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4.5. Advanced Competencies
This six month placement was also spent working within the Department of Clinical Health 
Psychology at a District Hospital. I continued to work with clients presenting with a range of 
mental and physical health issues. I worked with clients suffering from Post Traumatic Stress 
Disorder from various accidents and trauma, with people with stroke, acquired brain injury, 
spinal cord injury (at various levels of cord injury and associated physical disabilities), 
psychosis, anxiety, and depression. I also took responsibility for the Spinal Education 
Programme input from our department and worked on the COPE (Pain Management 
Programme for people with chronic pain) in relation to running educational and therapeutic 
sessions on a regular basis over the course of the placement. I also worked with a client who 
presented as high risk of self harm and took responsibility to co-ordinate his multi-disciplinary 
and multi-agency care. I was also involved in service development work in relation to 
prospective work within the Trust and across outside agencies. I also acted a consultant to 
some research proposals that were submitted to the Patient Advice and Liaison Service.
Most of my direct clinical work involved CBT and Systemic Therapy skills, although a huge 
amount of my work involved indirect work with carers, medical and other hospital staff 
groups. Over the course of this second six months within the hospital settting I learnt a huge 
amount of medical information.
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5. Case Discussion Group -  Process Account Summaries
69
5.1. Process Account 1 Summary
This report explores the nature of the Case Discussion Group (CDG), how the group 
developed and how the group dynamics changed over the course of the year together.
It explores some of the issues in relation to the Problem Based Learning Exercise we had to 
undertake as a group. We approached the exercise entitled “The Relationship to Change” in 
the context of the career progression of clinical psychologists, from pre-training to post­
qualification roles. We contextualised this using two models of change (one developmental, 
one transitional). My approach to the way of working as a group was different to other group 
members. The reasons why I had developed this goal orientated working style are explored. 
However, we adopted their working style which was refreshing for me and took me back to 
the way I had worked when I was younger in previous roles. My personal experiences of the 
group and the strengths and weakness of the group dynamics are also reflected upon. The 
experience of the group overall was a very positive one.
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5.2. Process Account 2 Summary
This report explores a number of issues relating to my experience of the second year of the 
Case Discussion Group. It discusses the process of the ways in whieh the group worked 
together on the second Problem Based Learning Exercise. The other members of the group 
were now ready to work in a more goal-orientated way. We developed a presentation that 
whilst potentially controversial, reflected what actually happens in the real world in relation to 
court judgements on the eare of children with parents with learning disabilities. It sparked an 
interesting debate. The report also discusses the group dynamics over the course of the year. 
Some members of the group acted in a less than professional way which ultimately left me 
feeling bullied and isolated. My personal experience of the Case Discussion Group was 
therefore very unpleasant, and the goals of having a Case Discussion Group were not 
achieved. This report explores all group members’ role (including my own) in how this was 
allowed to develop and how we managed it.
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6. Research Dossier
72
6.1. Research Log Checklist
1 Formulating and testing hypotheses and research questions
V
2 Carrying out a structured literature search using information technology and literature 
search tools V
3 Critically reviewing relevant literature and evaluating research methods
V
4 Formulating specific research questions
V
5 Writing brief research proposals
V
6 Writing detailed research proposals/protocols
V
7 Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly V
8 Obtaining approval firom a research ethics committee
V
9 Obtaining appropriate supervision for research
V
10 Obtaining appropriate collaboration for research
V
11 Collecting data from research participants
V
12 Choosing appropriate design for research questions
V
13 Writing patient information and consent forms
14 Devising and administering questionnaires
V
15 Negotiating access to study participants in applied NHS settings
V
16 Setting up a data file
V
17 Conducting statistical data analysis using SPSS
18 Choosing appropriate statistical analyses
V
19 Preparing quantitative data for analysis
V
20 Choosing appropriate quantitative data analysis
V
21 Summarising results in figures and tables
V
22 Conducting semi-structured interviews
V
23 Transcribing and analysing interview data using qualitative methods
V
24 Choosing appropriate qualitative analyses
V
25 Interpreting results from quantitative and qualitative data analysis
V
26 Presenting research findings in a variety of contexts
V
27 Producing a written report on a research project
V
28 Defending own research decisions and analyses
V
29 Submitting research reports for publication in peer-reviewed journals or edited book
V
30 Applying research findings to clinical practice
V
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6.2. Service Related Research Project
An Evaluation of a Cognitive-Behavioural Group Intervention For Clients Presenting With
Anger Management Problems.
The results of this project were fed back to the serviee in the form of a Career and 
Professional Development training session to the whole department including the Integrated 
Manager. A letter from my supervisor at the time wrote a letter confirming this which can be
found in the final appendix of this report.
July 2006 
Year 1
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6.2.1. Abstract
The effectiveness of a Cognitive-Behavioural approach to anger management within a group 
setting was evaluated. Drop out rates are traditionally high with clients with anger 
management difficulties. With a four-session compacted course, drop out rates during therapy 
were reduced. Marked benefits as measured by the STAXI (Speilberger, 1997) were observed 
at the end of the eourse. In relation to STAXI sub-seale scores, not all the benefits were 
maintained at eight week follow-up. In relation to the physical, verbal, emotional and 
cognitive components of anger (as measured by the Aggression Questionnaire, Buss and 
Perry, 1998) not only were clients’ improvements maintained at follow-up, there were 
additional improvements observable. Results are discussed in light of the limitations of the 
study and implications for future anger management groups.
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6.2.2. Introduction
Anger can be defined as an affective response to a situation or stimulus which involves 
thoughts and ehanges in the autonomic nervous system (Williams & Barlow, 1998). Whilst 
the emotion itself is functional, and has its roots in self-protection (e.g. the fight or flight 
reflex in response to a threatening stimulus) in today’s society the behaviours which it can 
often lead to are not. Anger ean often lead to aggression whieh can be defined as the intention 
to hurt, distress or gain advantage over other people without necessarily involving physical 
activity (Williams et al., 1988). When the aggression involves strong physical force against 
another person or object, we enter the realm of violence. The use of violence in today’s 
society is rarely seen as aceeptable.
A large number of people are referred to Psychological Services in respect of problems 
relating to their experience of anger, which can cause themselves and the people around them 
a lot of distress. Traditional approaches to working with clients with anger problems have 
focused around a stress inoculation approach which was developed by Novaco (1997), the 
pioneer of the clinical approach to anger work. This involves identifying the relationship 
between thoughts and events and then controlling the anger emotion as it occurs. Whilst this . 
can be beneficial Siddle et al. (2003) have argued that for severe problems a large number of 
sessions may be required.
The study of the effectiveness of anger management therapies has lagged far behind that of 
other disorders (Kassinove & Sukhodolsky, 1995, cited in DiGuiseppe & Trafate, 2003). 
Whilst the evidence base on anger reduction techniques is limited, DiGuiseppe and Trafate 
(2003) conducted a meta-analytic review, reporting that treatment lead to significant and 
moderate improvement compared to untreated clients. More specifically, there have been 
some studies which have demonstrated that cognitive-behavioural therapy (CBT) can be an 
effective therapy for anger control (e.g. Deffenbaeher et al., 2000; Trafrate, 1995). Overlap 
with Novaco’s approach is evident. The relationship between thoughts and situations is 
addressed in relation to emotions, physiological arousal and the behaviours that feed into the 
anger cycle. The fact that there is little research evidence to support other therapeutic 
modalities does not imply they are not beneficial to clients, rather that research has primarily 
focused on CBT paradigms. In a recent meta-meta-analysis of those studies that have been 
done Beck and Fernandez (1998) reported that mean effect sizes differed significantly from 
zero and that the average client fared better than 76% of control participants.
One issue that has been discussed throughout in the available literature (e.g. Hird et al., 1997; 
Munro & Macpherson, 2001) is that of attendance. This is a pertinent issue when faced with 
NHS budgets and the drive to ensure that staff and other resources are utilised in the most 
efficient manner. Munro and Macpherson (2001) reported that only 35% of the clients invited
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attended their first session. This was followed by attending clients disengaging and dropping 
out of therapy over subsequent sessions. Whilst attendanee and drop out rates are an important 
issue in any service and elient population, throughout the anger management literature, this 
appears typical of clients from this population. The implieation of this is that possibly up to 
65% of appointments offered may be wasted, having obvious implications for efficient use of 
NHS resources. This in itself provides a strong rationale for delivering a service within a 
group setting, potentially reducing the number of missed individual appointments. 
Furthermore, delivering a group anger management service may have beneficial effects 
stemming from the dynamics of the group. Possible overlap between the experiences of group 
members may aet to facilitate understanding of the core elements of a cognitive-behavioural 
model (or indeed any other model). Furthermore, sharing experiences with others can leave 
clients feeling that they are not “mad” or alone in their problems (Siddle et al., (2003). This 
notion suggests developing an assessment structure with clear inclusion and exclusion criteria, 
so that the group is as homogenous as possible, to increase overlap of personal experience and 
baekground. This homogeneity of group members was an issue that has been a necessary (but 
not sufficient) characteristic within anger management courses run within the local Trust’s 
Forensic Service (personal communication with the Head of the Forensic Service, 2006). 
Additionally, group members may develop a sense of belonging and responsibility for group 
cohesion, hence fiirther reducing drop out rates.
Within our service, there had only ever been an afternoon workshop on anger management. 
The short duration of this replicated to some extent the “fast-track” anger sessions delivered 
by Munro and Macpherson (2001) and focused on developing clients’ understanding and 
knowledge about the eycle of anger (hence predominantly psycho-educational in nature). 
Whilst these approaches have benefited elients (e.g. 81% of clients reported improved 
knowledge of anger, Munro & Macpherson, 2001), their efficacy in reducing the negative 
components of anger experience and expression has not been assessed.
In view of the research evidence surrounding drop out rates, we hypothesised that reducing 
the number of sessions would lead to a reduction in drop out rates, as there would be less time 
involved. Hence we decided to deliver the course over four longer sessions (two and a half 
hours each) rather than an hour session delivered weekly for a longer period of time. 
Dependent upon the nature of the referrals and our assessment of the client, we decided to 
separate clients who presented with anger at a more forensic level from those that didn’t, both 
to increase homogeneity (and hence group effeetiveness) and to minimise risk to staff and 
clients. Clients at the more forensic level were referred for individual therapy.
The rationale for the current investigation was threefold. Firstly to investigate whether a CBT 
group approach (combined with some psycho-educational elements) would help clients to
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express their anger appropriately and to develop more appropriate coping strategies, such that 
their level of distress redueed. This would also serve to add to the research evidence base 
surrounding cognitive-behavioural therapies. Secondly, due to the large number of referrals 
from G.P.s, another aim was to inform NHS budget decision makers whether delivering anger 
management therapy within a group setting could be regarded as a cost-effective strategy, as 
eompared to offering a service on an individual basis. This was the first time an anger 
management course was to be designed and delivered within the integrated service (since 
Psychology and Counselling integrated). The third aim of the current investigation was 
therefore to inform fixture decision making about anger management delivery within this 
framework.
Hypotheses:
1. Reducing the time span over whieh the course was delivered would reduce drop out rates.
2. Clients would benefit from the CBT anger management group (as measured by STAXI and 
Aggression Questionnaire seores).
6.2.3. Method
Participants
Participants were referred to the Psychology Outpatients Department from both General 
Practices and firom the Counselling Team. Participants were assessed jointly assessed by the 
author and the Praetice Liaison Officer (PLO, see Appendix B for the semi-structured 
assessment). Inclusion criteria included the following: the client demonstrated some insight 
(and that they accepted they had a problem with their anger), were motivated for change, were 
keen on a group therapy environment, and were English speaking. Exclusion criteria included 
psychotic illness, alcohol or drug dependency, organic cause for their anger, or history of 
domestie violence. These criteria were designed to contribute to increasing the homogeneity 
of the group.
Following the 45 minute assessment of 32 clients, 12 were suitable and were invited to attend. 
Three female (mean age 25.3 years) and four male (mean age 41) attended the first session.
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Measures
Along with the assessment session, the Strait-Trait Anger Expression Inventory (STAXI, 
Speilberger, 1979) and the Aggression Questionnaire (AQ, Buss and Perry 1992) were used as 
measurement tools, pre-therapy, post-therapy, and at eight week follow-up.
The STAXI (Speilberger 1979) is a self-report questionnaire made up of six sub-scales. As 
Table 1 shows, T-Ang can be split into two further sub-scales. The STAXI has acceptable test 
re-test reliability and has been shown to have good internal consistency (Jacobs et al., 1988; 
Kroner & Reddon, 1992).
See Appendix A for the items comprising both questionnaires.
Table 1. The STAXI Sub-Seales and What Thev Measure
Sub-Scale Measurement of:
S-Ang intensity of angry feelings at a particular time
T- Ang individual differences in the disposition to experience anger
T-Ang T general propensity to experience anger without provocation
T-Ang R disposition to express anger when criticised or treated unfairly
Ax -  In frequency with which angry feelings are held in
Ax -  Out how often individual expresses anger towards others/objects
Ax-Con frequency with which an individual attempts to control the expression of anger
Ax- Ex general index of frequency that anger is expressed, regardless of the direction of
___________expression________________________________________________________
The AQ (Buss & Perry 1992) is a self-report scale comprising four subscales (see Table 2). If 
has been shown to have high internal consistency and high test re-test reliability. Scale 
validity (and eonstruct validity) has also been demonstrated as good, with all four scales being 
positively related to other measures of aggression, Harris (1997).
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Table 2. The Aggression Questionnaire Sub-Scales and What Thev Measure 
Sub-Scale Measurement of:
Physical actual assaultive behaviour
Verbal hurting others by insult or verbally assaultive behaviour
Anger physiological arousal - represents the emotional component of behaviour
Hostility feelings of “ill - will “ and injustice - represents eognitive component of behaviour
Procedure
Following referral to our department, clients were invited to attend an assessment 
appointment. On arrival, they were administered the questionnaires. Once completed, they 
were jointly assessed by the author and the PLO, in accordance with the inclusion and 
exclusion criteria and assessment schedule (see Appendix B).
If clients were judged to be suitable in aecordance with these criteria, they were invited to 
attend the group. They were also provided with a diary sheet (see Appendix C) to record anger 
situations. For those clients not deemed suitable, a discussion evolved around offering 
individual therapy. If appropriate they were then placed on the waiting list.
Whilst it is beyond the scope of the current paper to provide full details about the content of 
each session, these are briefly outlined in Table 3 below. Examples of session handouts are 
provided in Appendix D. The CBT programme developed here was largely modelled on 
Williams and Barlow’s Anger Control Training (1998). At the end of each session, clients 
were asked to fill in a Session Feedback form (see Appendix E). After the final session, the 
feedback form also included a general feedback (about the whole course).
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Table 3. Brief Overview of Session bv Session Content
Session 1
Welcome and House Keeping, Ice Breaker 
Contract Setting 
Personal Aims Exercise 
Anger, Aggressiveness, Violence 
Outline of Course
Model of Anger -  socialisation to CBT approach
The Physiological Response
Behavioural Techniques for reducing tension
Homework (Diaries, practice Diaphragmatic Breathing and Progressive Muscle Relaxation) 
Plenary and Feedback._______________________________________________________
Session 2
Review of last session and homework
PMR exercise
Irrational Beliefs
Challenging beliefs
Triggers
Homework (Diaries, PMR, Slogan cards) 
Plenary and Feedback.___________ "
Session 3
Reyiew of last session and homework
Thinking errors
Cognitions
Cognitive Coping Strategies
Homework (Diaries, PMR, cognitive coping strategies) 
Plenary and Feedback.__________________________
Session 4
Review of last session and homework 
Escalating behaviours exercise 
Lifestyle Imbalance 
Review of the course / Re-cap 
Plenary and Feedback.____________
Clients were invited to attend an eight-week follow-up session. This session, rather than 
offering any more therapy, was designed to offer the clients an opportunity to meet again and 
to communicate how things had been since the end of the group. It was also an opportunity to 
administer the STAXI and the Aggression Questionnaire to see whether or not any differences 
observed between pre- and post- scores were maintained over time.
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6.2.4. Results
Attendance
In relation to attendance, 32 clients were offered a total of 42 assessment slots (as some had 
telephoned last minute to postpone, a new appointment time was then offered to those 
individuals). Out of those 32 clients, only 21 subsequently attended their assessment 
appointment. Hence 50% of the initial appointment slots were wasted appointments. Out of 
those 21 clients, two didn’t want psychological therapy (G.P. had coerced one client, another 
client came because of family coercion). Only 12 of the remainder (37.5% of referred clients) 
were suitable and invited. Between assessment and the start date of the course, three clients 
contacted the department to say that they wouldn’t be attending due to change in medication 
or unsuitable group times and venue. Only seven clients (21.9% of referrals) attended the first 
anger group session. One client dropped out after session two, the remainder attended the 
whole course. Four people attended the Follow-up session.
Therapy response
Whilst improvement between pre and post therapy provides some evidence as to the level of 
success of the course, the most important issue is whether these improvements were 
maintained at follow-up. As it is beyond the scope of the current paper to present all the 
analyses, the focus here will be on this issue. See Appendix F for the paired sample t-test 
statistics for all (including those not reported here) comparisons made.
Tables 4 and 5 provide the Means and Standard Deviations for the responses to the two 
questionnaires (sub-scale level) at pre-therapy, post-therapy and at the eight week follow-up 
session.
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Table 4. Means and Standard Deviations (SD) for the STAXI subscales
Pre Post Follow Up
Subscale
Mean SD Mean SD Mean SD
S_Ang 13.00 5 .92 10.67 1.21 15.25 6.08
T_Ang 26.86 7 .99 24.17 11.20 24.50 7 .85
T_AngT 10.71 3 .35 9.33 4 .59 9.50 3.70
T_AngR 11.14 3 .63 10.33 4 .97 10.00 3.74
Ax In 18.29 5 .44 18.50 6 .66 15.50 6.35
Ax Out 20.86 5 .76 20.33 5.32 20.75 6.18
Ax Con 17.43 4 .43 20.33 3.01 17.75 3.77
Ax_Fx 37.71 7 .36 34.50 11.06 34.50 10.15
Table 5. Means and Standard Deviations ISD) for the Aseression Ouestionnair
Pre Post Follow Up
Subscale
Mean SD Mean SD Mean SD
Physical 26.17 9.02 25 7.51 23.75 5 .12
Verbal 18.83 2 .40 15.67 5 .68 17.75 2 .06
Anger 27.33 5 .47 22.33 6 .68 21.25 4 .79
Hostility 24.17 6 .80 20.5 8 .69 19.75 6 .99
Total 96.5 2 1 .35 83.5 25 .56 82.5 16.66
Paired sample t-tests were conducted on pre-therapy and follow-up sub-scale scores (see 
Table 6) to investigate whether the therapeutic intervention could be responsible for the 
observed differences in means.
Table 6. Paired Sample T-tests on nre-theranv and follow-un subscale scores.
Scale/Subscale t statistic Idfl p value f2-tailedl
STAXI
S_Ang 0.000 (3) 1.000
T_Ang 1.984(3) 0.141
Ax i n 1.260 (3) 0.297
AxOut 0.715 (3) 0.526
AxCon 0.662 (3) 0.555
Ax_Fx 1.238(3) 0.304
AQ
Physical 1.073 (3) 0.362
Verbal 1.578(3) 0.213
Anger 3.074 (3) 0.054
Hostility 5.555 (3) 0.120
Total 3.034(3) 0.056
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In terms of overall STAXI scores, although as Table 4 showed improvements were observed, 
there appeared to be no significant differences between pre-therapy and follow-up scores (at 
the 5% level).
With respect to the AQ measure, whilst sub-scale scores were not significantly different, what 
is noteworthy is that the Total AQ score and the emotional component (Anger sub-scale) 
almost reached significance (at the 5% level).
6.2.5. Discussion
With respect to attendance issues, whilst drop out rates pre-therapy replicated reports in the 
literature (e.g. Munro & Macpherson, 2001; Siddle et al, 2003), the hypothesis that 
compressing the course into a shorter overall time period would result in a reduction in drop 
out rates was supported. However, there is an alternative explanation. A further analysis of 
those attending the course revealed that these clients were also the clients who were assessed 
closest to the start date of the course. Distinguishing between these two possible reasons 
(compacting course and assessment proximity to group start date) would need further study, 
as the literature has yet to address this. Until further exploration of this, the recommendation 
for future anger management groups would be to employ both these approaches.
Whilst significant benefit was not observed between pre-therapy and eight week follow-up 
STAXI scores, a number of issues need to be addressed. The sample size here was very small 
which constitutes the most prominent limitation of this study. There were only six clients at 
the end of the course, and only four of those attended the follow-up session, thus drawing 
conclusions from the analysis must be done with caution. There were, however, large 
reductions in scores between pre- and post-therapy on nearly all measures. In other words, at 
the end of the fourth session, one could observe measurable benefit in relation to clients’ self- 
reported ways of dealing with the anger emotion. There was an improvement in sub-scale 
scores as demonstrated by an increase in scores on clients’ ability to monitor and prevent the 
experience and expression of anger (Ax Con) and a decrease in other sub-scale scores.
This suggests that the group format (and content) helped clients both in relation to their state 
(intensity of angry feelings at time of measurement) and trait (individual differences in the 
disposition to experience anger), as well as the frequency in which their anger is expressed (in 
an aggressive fashion) regardless of the direction of the expression. Hence the data supports 
the second hypothesis, and is congruent with previous CBT outcome studies (e.g. Siddle et al., 
2003, Deffenbaeher et al., 2000; Trafate, 1995). Apart from state anger, these benefits were 
largely maintained at follow-up.
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The results also support the second hypothesis in relation to the physical, verbal, emotional 
and cognitive components of anger (as measured by the Aggression Questionnaire). Here, not 
only were clients’ improvements maintained, on all but one sub-scale there was further 
improvement observable at the eight week follow-up. Within a CBT framework, this could be 
accounted for by a positive ehange occurring in one element (e.g. thoughts, emotions, 
physiology, or behaviour) leading to subsequent changes in other elements, causing a gradual 
change of perspective, interpretation and response to anger events. The fact that not all 
improvements were maintained suggests that this course could have explored more in way of 
relapse prevention techniques, an aspect which future courses could incorporate.
One male client felt that the course had not been of any use to him. His contributions to the 
early sessions were minimal. This client was one of two clients who had been assessed solely 
by the PLO. This client had a history of domestic violence but for some reason had been 
invited to the course, in the author’s absence. The fact that this client did not feel he benefited 
illustrates the importance of adhering to the assessment criteria.
Another aspect about the process, was that in the early session, it became apparent that some 
of the clients were seemingly there to “share” rather than for “therapy”. Whilst the benefits of 
sharing experiences can be therapeutic in itself (Siddle et al., 2003), the therapeutic nature of 
the group could have been made more explicit, perhaps at the assessment stage.
Further feedback to inform future courses revolves around the importance of all staff involved 
having a degree of expertise within the delivery model (in this case, CBT). Facilitators of 
some exercises perhaps gave confusing signals, dependent upon their level of CBT expertise. 
In terms of whether running such a group is an efficient use of NHS resources, this is open to 
debate. From meeting to discuss the assessment procedure through to completion of course 
delivery, approximately 140 hours of staff time were involved. Due to the fact that only six 
clients attended the course (and only five felt they’d benefited), it begs the question whether 
group anger management is an effective use of NHS resources, and whether this staff time 
could have been allocated elsewhere. If one ignores course development time (as this will not 
need to be repeated for subsequent courses), then the argument shifts towards the “yes”. 
However, whether this shifts the debate far enough towards the “yes” depends upon the 
budget holder’s perspective.
One way of reducing the number of wasted assessment appointments (hence urging the 
argument further towards the “yes”) would be to feedback to referrers on the nature of their 
referrals and provide them with details regarding the inclusion and exclusion criteria. This 
would increase the likelihood (and hence reduce wastage) that the clients attending for 
assessment are suitable, motivated for and likely to benefit from a CBT anger management 
group service.
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Appendix A -  STAXI and Aggression Questionnaire Items
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STAXI (Speilberger, 1997) items. Self Rating Questionnaire (Four Point Likert Scale)
How I Feel Right Now
1.1 am furious
2 .1 feel irritated
3 .1 feel angry
4 .1 fell like yelling at somebody
5 .1 feel like breaking things
6 .1 am mad.
7 .1 feel like banging on the table.
8 .1 feel like hitting someone.
9 .1 am burned up.
101 feel like swearing.
How I generally feel:
11.1 am quick tempered
12.1 have a fiery temper
13.1 am a hot-headed person.
14.1 get angry when I’m slowed down by others’ mistakes
15.1 feel annoyed when I am not given recognition for doing good work.
16.1 fly off the handle.
17. When I get mad, I say nasty things.
18. It makes me furious when I am criticised in front of others.
19. When I get frustrated, I feel like hitting someone
20.1 feel infuriated when I do a good job and get a poor evaluation.
When Angrv or Furious
21.1 control my temper
22.1 express my anger
23.1 keep things in.
24.1 am patient with others
25.1 pout or sulk.
26.1 withdraw from people
27.1 make sarcastic remarks to others
28.1 keep my cool.
29.1 do things like slam doors
30.1 boil inside, but I don’t show it.
31.1 control my behaviour
32.1 argue with others
33.1 tend to harbour grudges that I don’t tell anyone about.
34.1 strike out at whatever infuriates me.
35.1 can stop myself from losing my temper
36.1 am secretly quite critical of others
37.1 am angrier than I am willing to admit.
38.1 calm down faster than most other people.
39.1 say nasty things
40.1 try to be tolerant and understanding
41. I’m irritated a great deal more than people are aware of.
42.1 lose my temper.
43. If someone annoys me. I’m apt to tell him or her how I feel.
44.1 control my angry feelings.
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THE AGGRESSION QUESTIONNAIRE
......
1 P le a se  r e a d  ih e  la l lo w in g  é ta le m e n ts  a n d  in d ic a te  h o w  lik e  o r  u n lik e  
1 o f  th e m  ÎK b y  c ir c l in g  t h e  n u m b e r  fr o m  th e  c o d e  g iv e n  b e lo w .
} OH e a c h
- ' ■ '■
::
:: ::
( ^ V e r y  u n lik e  m e  y
( U  S o m e w h a t  u n lik e  m e  
X c i lh e r  l ik e  n o r  u n lik e  m e  
. f i S o m e w W l i k e m u  
^ ;V e r } '  lik e  m e
circle the Tumber below ____  ______
1 Once in a whila 1 can't control the urge to stnke another person 1 2 3 4 5
Z 1 g et into fights a littio more than the average person 1 2 3 4 ■5.
3 When people annoy m e, 1 may w ell tell them  w hat I think of them 1 2 3 4 5
4 1 flare up quickly but g e t over it quickly 1 2 3 4 5
5  Som etim es 1 fly off the handle for no good reason 1 2 3 4 5
6  1 am som etim es eaten up vwth jealousy 1 3 4 5
7 1 have been pushed so  far by som e people that w e  cam s to b low s 1 2 3 4 5
8 1 have trouble controlling m y tem per 1 2 3 4 5
9  My friends say  that I'm som ew hat argumentative ::: 1 2 3 4 5
10 1 som etim es feel like a pow der keg ready to explode 1 2 3 4 5
11 Given enough provocation, Î m ay hit another person 1 Z 3 4 5
12 1 have becom e so  mad that 1 have broken things 1 2 3 4 5
13 When people are esp ecia lly  nice to  m e, 1 wonder w hat they w ant 1 2 3 4 5
14 1 am on even-tem pered person 1 2 3 4 5
15 W hen frustrated, 1 let my irritation sh ow 1 2 3 4 5
16 ! arn susp icious of overly friendly strangers 1 2 3 4 S
17 Som e of my friends think I'm a hothead 1 2 3 4 5
18 If som ebody hits m e, 1 hit back 1 2 3 4 5 ......................................
19 1 often find m yself disagreeing with people 1 2 3 4 5
20 1 feel that other people alw ays seem  to get the breaks 1 2 3 4 5
21 1 can think of no good reason for over hitting a person 1 2 3 4 5
22  A tr im es 1 feel i have had a mvv deal. out. of: life. . . 1 2 3 4 5
2 3  I tell m y friends openly w hen  1 disagree with (hem ; . .  .1 2 3 4 5
24 I som etim es fool that people arc laughing at me behind my back 1 2 3 4 5
25  If 1 have to resort to violence to protect my rights, 1 will 1 2 3 4 5
26 1 can't help getting into arguments when people disagree with mo . 1 2 3 4' 5
2 7  1 have threatened people 1 know 2 3 4 5
28 1 Know tf ia t‘friends'talk about m e behind m y back T 2 3 4 5
29: 1 wonder w h y som etim o si feel s o  bitter about things :.. 1 2 3 4 5
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Appendix B -  Assessment Schedule
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Clients Name Clinician
Date of Birth  G? Practice
Date
1) Informed client of nature and purpose of assessment □
2) Confidentiality explained □
3) Surrounding issues 
Sleep Pattern: 
Appetite: 
Relationships?
Mood?
What else?
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4) On a scale of 1 - 5 ,  with one being “not at all” and 5 being “a lot”, how much does the 
client’s anger affect their daily life? (Likert scale)
1 2 3 4 5
Not at all A lot
5) What are the current triggers for the client’s anger?
6) How is the client coping with their current problems? How have they coped in the past?
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7j Possible Contra-Indications Y 7 N
Alcohol Misuse (CAGE) □ □ □
Drug Use □ □ □
Possible Psychotic Experiences □ □ □
Other (including complexity, style of □ □ □
relating attitude, intellectual functioning)
L M H
R isk-Self □ □ □
Others □ □ □
Details (Statement about risk!
81 Prescription medication Y N
Prescription medication? □ □
Details
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9) What are the client’s goals?
10) Phrase a question around motivation to change and to engage in intervention
11) Previous Psychological / counsellmg Input (what has client found effective?)
121 Suitabilitv -? Invite ?
Available for proposed course dates?
Assessors Signature 
Print Name 
Designation 
Date
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Appendix C - Homework Sheet — Anger Diary
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Appendix D — Example Session Handouts
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PERSONAL AIMS EXERCISE
Pilanm D ate
My main tor doing this course arn:
B ÿ the end d  the course. I would like to have achieved:
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Progressive Muscle Relaxation
Sit in a comfortable chair—reclining arm chairs are ideal. Bed is okay too. Get as comfortable 
as possible—no tight clothes, no shoes, don't cross your legs. Take a deep breath; let it out 
slowly. Again. What you'll be doing is alternately tensing and relaxing specific groups of 
muscles. After tension, a muscle will be more relaxed than prior to the tensing. Concentrate 
on the feel of the muscles, specifically the contrast between tension and relaxation. In time, 
you will recognize tension in any specific muscle and be able to reduce that tension.
Don't tense muscles other than the specific group at each step. Don't hold your breath, grit 
your teeth, or squint! Breathe slowly and evenly and think only about the tension-relaxation 
contrast. Each tensing is for 10 seconds; each relaxing is for 10 or 15 seconds. Count "1,000 
2,000..." until you have a feel for the time span. Note that each step is really two steps—one 
cycle of tension-relaxation for each set of opposing muscles.
Do the entire sequence once a day if you can, until you feel you are able to control your 
muscle tensions. Be careful: If you have problems with pulled muscles, broken bones, or any 
medical contraindication for physical activities, consult your doctor first.
1. Hands. The fists are tensed; relaxed. The fingers are extended; relaxed.
2. Biceps and triceps. The biceps are tensed (make a muscle—but shake your hands to make 
sure not tensing them into a fist); relaxed (drop your arm to the chair—really drop them). The 
triceps are tensed (try to bend your arms the wrong way); relaxed (drop them).
3. Shoulders. Pull them back (careful with this one); relax them. Push the shoulders forward 
(hunch); relax.
4. Neck (lateral). With the shoulders straight and relaxed, the head is turned slowly to the 
right, as far as you can; relax. Turn to the left; relax.
5. Neck (forward). Dig your chin into your chest; relax, (leaning the head backwards is not 
recommended).
6. Mouth. The mouth is opened as far as possible; relaxed. The lips are brought together or 
pursed as tightly as possible; relaxed.
7. Tongue (extended and retracted). With mouth open, extend the tongue as far as possible; 
relax (let it sit in the bottom of your mouth). Bring it back in your throat as far as possible; 
relax.
8. Tongue (roof and floor). Dig your tongue into the roof of your mouth; relax. Dig it into the 
bottom of your mouth; relax.
9. Eyes. Open them as wide as possible (furrow your brow); relax. Close your eyes tightly 
(squint); relax. Make sure you completely relax the eyes, forehead, and nose after each of the 
‘tensings’—this is actually quite hard to do.
10. Breathing. Take as deep a breath as possible—and then take a little more; let it out and 
breathe normally for 15 seconds. Let all the breath in your lungs out—and then a little more; 
inhale and breathe normally for 15 seconds.
11. Back. With shoulders resting on the back of the chair, push your body forward so that 
your back is arched; relax. Be very careful with this one, or don't do it at all.
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12. Buttocks. Tense the buttocks tightly and raise pelvis slightly off chair; relax. Dig buttocks 
into chair; relax.
13. Thighs. Extend legs and raise them about 6" off the floor or the foot rest—but don't tense 
the stomach' relax. Dig your feet (heels) into the floor or foot rest; relax.
14. Stomach. Pull in the stomach as far as possible; relax completely. Push out the stomach or 
tense it as if you were preparing for a punch in the gut; relax.
15. Calves and feet. Point the toes (without raising the legs); relax. Point the feet up as far as 
possible (beware of cramps-if you get them or feel them coming on, shake them loose); relax.
16. Toes. With legs relaxed, dig your toes into the floor; relax. Bend the toes up as far as 
possible; relax.
Now just relax for a while. As your days of practice progress, you may wish to skip the steps 
that do not appear to be a problem for you. After you've become an expert on your tension 
areas (after a few weeks), you can concern yourself only with those. These exercises will not 
eliminate tension, but when it arises, you will know it immediately, and you will be able to 
"tense-relax" it away or even simply wish it away.
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TEN KEY IRRATIONAL BELIEFS
f  I m m f have the liking or approval o f cvertjhodtj. This liclief (xtn nvvur 
!h‘ realized and will lead (u negative le(‘lji)g.s’ and loss of selfeskx in. 
Iitilnidoals who have evpenenied, lor e\<unple, a loiitiolliug paient 
may have learnt to snhnn'l or 'he nice* to gain liking and apjirovai! and 
to avoid negative eonsetniunees. They may also have difheidt)' 
( vpi tWMiig theuisulve.s and then uegatwe feelings suth as sadness and 
di.s'uppointment.
/ iitmt constantly succeed in everything I do. This heliof leads to cli.v- 
satis'laelion, as it is not always possibh; to aehiove eveiything we set 
mil to do. Indis’iduals who have experienced in childhood lus'C being 
(xmdiüonal on their achievements may believe that whatever they do 
is not good enough or may place excessis'C emphasis' on values such as 
status and power.
Life should he fa in  Life is not fair and holding this belief will lead to 
fmstnttion, anger, dissatisfaction and depression. This belief conid be 
linked to feelings of entitlement. For example, if an individual was not 
adccpiately or consistently disciplined as a child, they may fed they 
have the right to do or say wluitmxu they want, Aîteniath'ely. this 
hd ief may arise in order to compensate for early experiences of emo­
tional deprivation and unfairness.
Words such as 'should and 'ought' arc commonly used by individ­
uals holding this type of rigid belief. I h e  fvpectalion that people 
should behave in n rta in  ways, for example, leads to frequent disap- 
poinluient when expcclations are not fulfdlcd.
There is always something to worry about. Being constantly on guard 
leads to stress and anxiety, and/or taking e.xcessh'c precautions, flus 
belie! may have developed from the experience of having a close, 
'(earful adult who passed on the idea that the world is u dangerous 
place and that catastrophe is imminent. The underlying message tluit 
one should To carehif csm lead to excessive worrying and an uuwill- 
iugncss to tiy new uxpei jenoes hm K ar of disaster.
I have no control aver what happens to me. Tin's fatalistic attitude 
reduces our ability to lake control of our lives. Indisiduals may have 
experienced overcantrolUng or over|rrotectivc parents, and conse­
quently did not develop a sense of their own independence and iden­
tity. These individuals will tend to blame others, who arc seen as 
having all the control. They have the belief that 'things just happen to 
me and therefore have difficulty acce;)ting responsibility for their 
behaviour and its consequences.
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6 î f î  ignore mtj problems ihey will go away. Ignoring problems as they 
arise results in a build-up of stress and an accumulation of difficulties. 
Dilliculties solving problems can be related to difficulty expressing 
feelings. Experiences in childhood ofadulls who hid their feelings and 
ignored problems may he associated with this belief, behaviours such 
as avoidance of problems, procrastination and having 'uulfnishcd' 
1)usincss are ty%)icalb associated with this belieh
7 Life hm  made me what Î  am. This belief allows individuals to view 
themselves as victims of past events and current circumstances. This 
results in feelings of powcrlcssness and a tendency to justify' one's own 
behaviour Individuals that have experienced particiilmiy traumatic or 
abusive childhoods may have grown up feeling ]50weriess to change. 
Their tendency is to blame everyone and everything for what they are.
8 We shoidd all comply wUh the same code o f  behamour. Setting rigid 
rules for ourselves and other people will inevitably lead to frustration 
and a tendency to lay blame. This may be related to solf-centrcdness, 
where individuals are not interested in the needs of others and are 
unconcerned alrnut tlie long-term costs of alienating people. Rigid dis- 
ciplining by parents who held over-high standards and strict codes of 
conduct,, for example in matters of dress, appearance, timekeeping 
and manners, often experienced together with lack of emotional nur­
turing, may have given rise to the development of this type of value. 
A rigid, indexible approach to life' arises from this belief
9 Life is boring and unfidfilling. Sitting back and passixeb' waiting for 
cxcfting or interesting things to happen will result in boredom and 
h'ustration. This may be related cither to lack of conndence in taking 
on responsibility, and therclbrc relying excessively on others, or to the 
(ecling of being isolated or dillcrcnt from others. Childh(X)d experi- 
cncc.s involving a lack of encouragement to become independent, o ra  
(ccling (hat their family is dilTureut from others, may account (or this 
belief.
10 I ttced someone to rely on. This belief creates dependency and tin' 
feeling that you cannot cope alone. Feelings ofinadctpiaey and power- 
lexsness may have stemmed from ehildlmod {eeling.s o f unatlraelive- 
ness and incompetence.
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IRRATIONAL BELIEFS EXERCISE
S e le c t  a n d  n o ie  th re e  k r a th n a f  b e l ie f s  y o u  m o s t id e n tify  w ith :
1Ï
For e a c h  o f  th e s e  irraiiona! b e lie fs ,  id e n tify  yo u r  b e h a v io u r s  re su ltin g  from  them : 
1
N o w  lo o k  ag a in  a t  th e s e  ir ra tio n a l b e l ie f s  a n d  c r e a te  y o u r  o w n  'slogan ' o r  ra tio n a l a lte r n a tiv e  to  c h a lle n g e  th em :
A F: f  \ T v ^  e g : : : /
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CHAllElilGING BELIEFS
1 : must liave the liking or approval of everybody.
2  I must constantly succeed in everything I do.
3 Life should bo lair.
4 There is always something to worry abouL
5 I have no control over what happens to me.
G If I ignore niy p r # e m s  théy #11 go  away.
7 Life has made rnë what I am.
8 We should all comply with the sam e code of behaviour.
9 Life is bonng and unfulfilling.
10 I need someone to rely on.
R ational a lte rn a tiv e
I am w hat 1 am.
I am alw ays learning.
Take the rough with the smooth.
Worrying solves notliing.
Life IS w hat you make it.
Nip it in the bud.
Grasp the nettle.
Be a survivor, not a victim.
Live and let live
Just do It!
can rely on myself.
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CAUSES OF AGGRESSION
dlu'.sc {iuiiir.s ai‘{’ by MÛ itHXtiî.s (‘xhauxlivv.
A  ïbx:dîs]H )sm ghn{lneralniihjfa€l(irs'
Learned behaviour
1';uusly l'tislory ol vûdt’uct’ur itggîX'SNÎun
Fxjivriviux'ol’lmliying ul sclioo!
l‘A'p('ri('Sia> (i{ pliysical/scxual/iinnotiotuil aînist'
Peer inihirnci-
(k-iictai cîsvirfmsuesiUil }actcH*s (culluni! sîonîss)
Other factors
y : : Rigid thinkhig
inabilily hi solve pruhkans
h nitional lielids/iiile.s
B A n leved en ls /ir îg g erS
Chronic stress Poor communication
Whrk pressure I nuecu rate/second-luu id
flhiess/disability inlbmialion. andsoon
Fi naTiesal/domesUc problems Over/iinderstimulation
Loneliness arid isolation Too much noise
Acute stress Tm many people
Loss Dfjol) Crowded places
Financial crisis .......... Boredom
Relationship break-up
Moving borne
Bereavement process
Distorted thinking
Xegalivc llroughls
Catastrophiying
All-or-nothing thinking
Emotions/feelings
Peeling hurt
Peeling crificr/cd
Riding frightened
Feeling cmbamtsscd
Pechng tlireatencd
i'celing rejected
Being misunderstood
Frustrât ion :
R'cling pressured
InjusWcf'
Verbal and non-verbal behaviour
Both of self and of others, such
as loo much eye contact, shouting.
standing up, wagging linger
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TRIGGERS TO A GGRESSION
Name Date
M y geM m l ùr uAdëiiying tnggurs lo  aggression  are:
My specific triggers to aggression  might include:
109
Service Related Research Project
DISTORTED THINKING
tliOügîits may lie ileiincxl as ways olTiiiukiug uhout uiirsclvcs. 
olhcrs or ovonls thaï are inact uratc ami ihusasl because they an ‘ coloured 
by our previous exjierieuees and {national iselicTs. These distorted 
ibouglils produce or increase negalive feebugs. Couuuoii types of dislort- 
txl thoughts iuelude the fbilowiug:
1 Alî-or-nothîiî" thmking. Tliis involves thinking in absolûtes. Hungs 
are S'iewed as black and white’ or good and had , with no middle 
ground. This can lead to labelling people in general tenus, such as
lie  s an idiot, rather than "Occasionally, some of his hehavionr is 
idiotic.”
2 . Ooer-ganevaJhing. This type of'thinking results in the tendency to
think that, because something goes wrong once, it will always do so: 
for example, “1 always bum food.”
3 Catmtrophizing. This is the tendency to magnify and exaggerate the 
negative aspects of situations and lo overestimate the likelihood of dis- 
asters, as with "UT going to be awfulT
4 Miiiiuiizalhn. This results in a tendency, for example, to make light of 
or reduce the importance of one's achievements or positive events, as 
when saying. "Anybody could do that.''
5 Predicting the future. The tendency to think in this way causes us to 
imagine negatb’e outcomes to events that have not yet happened; for 
example, "J know I'm not going to get on w ith  tliem.”
6 Ignoring the positives. This is the tendency always to focus on the 
negative as^xpcls of a person oi situation, and to igume oi iijee l the
positives, as with "They only invited me because I've got a car.”
7 Fiv&d rulcH. This is the tendency to think rigidly and have unrealistic 
expectations. Words such as 'should', ouglit', 'must' o r ‘can’t' indicate 
the presence of this type of thinking distortion, as in, "She should have 
told me she was going to be {i’ve minutes late,”
8 Personalization. This is the tendency to relate cveiytlurig negative 
that happens to yourself, even ifit ha.s little or nothing to do with you,
; for example, "It s rny fault that no one’s enjoying themselves.
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THINKING ERRORS SCENARIO
•Susan arrived at work on Monday morning feeling rallier tired and trrila- 
!)Ic, thinking, *"115 going lo he one of tliose days"(l). As she made a ctip of 
codec, she realized there was no milk. This was nsually the secretary 's jol) 
and Susan innnediately thought to herself "That woman is hopeless ('2). 
she never does what she’s supposed to”(3). Susan later found that tht' 
milkman luid not made his usual deliver) that morning. Susan felt very 
guilty at this, saying to herself, T in  always jumping to eonclusions"(d). 
Later, she went to photocopy a letter which got stuck in the machine and 
thought. *X)h no. I've broken the machine”\5). She did manage, however, 
to folhnv the manufadurer s instructions and reset the photocopier. One 
ol her colleagues came into the room and praised her for this. Susan 
IdiLshed and bin shed it aside, thinking to heuself, "1 low embarrassing! 
Any f('ol could have done thathh) Î should have known what lo do without 
inslrucli()Hs”(7k
By lnnt*htime, Su.saii W its feeling depressed and negative, and when a 
lew colleagues invited her out for lunch she refused, thinking, "TlieyTe 
only asking me because they fee! they shnuld' (h). 1 «ater, she heard I hat her 
boss wanted to see her and thought. "He’s going to fire me”\9). Her boss 
did in fact want to praise her for some work that she had done.
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THINKING ERRORS SCENARIO: ERROR IDENTIFICATION
1 P r c c l i c l i i î g  i h c  l u l u n ' / c a l a s t i o p l i i z i n g
% Alf;«r HOllî'utg 
3 (ivdrgimtW^
4 RTSomilWhg
5 (àlW thiphiziüK  :
6 Mfjtinnzing 
? Fixed rules
S Ignoring the positives 
S f iatastajphizjug
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COGNITIVE COPING STRATEGIES
Self-cahning fçtatemenls
What we think affects the way we ieel. Dislnr'ecI dunking ciiri increase the likelihood of 
U(\gative emotions such as anger, while calming or challenging thoughts can rechitx- the 
impact of these feelings. .Self-calming statements are tiionghts that can he (i) prepared 
in advance to anticipate and cope with a situation or trigger; (2) used to cope with the 
situation or Iriggta when it arises; and (ih used to calm ourselves down after the situation 
or trigger htis passed: Rn exuinple;
Distorted thought T ie 's  getting al me."
Solf-calnnng statement -* "Don’t take it personally,"
DhtracHon
Sometimes we have a tendency to dwell on things that make us ungiy. This in turn 
incieases our sensitivity Ruminating dm s not actually accomplish anything and can make 
us (eel more embittered and angiy. Tlierefoie deliberately chousing to think of something 
else (distraction) can help lo make us led  better or at least give ns a break and prevent an 
escalation of negative feelings.
It is also important to note that distraction is u specific coping strategy for rumination 
and should not be used to avoid dealing with and resolving situations. For example:
; Count to 10
Imagine a peaceful, relaxing sc'cne 
Remember a pk asant event
Humour
Humour is a positive emulion and is dmrelorc iucompalible with negative feelings such as 
hair, hurt, blame or anger. Attempting to sec the Tunny side' of a situation will give rise to 
humorous thoughts, such as imagining our opponent’ slipping cm a banana skin. Similarly, 
being able to bring to mind an amusing memory will help to dispel unpleasant feelings.
HafionaUzing
This teelnntpic involves examining out thoughts and challenging them objectively. 
Standing back from our thoughts can allow us to view them from a different perspective. 
View ing the situation from the perspective of our opponent' is a particularly valuable 
Icchniijue. For example, we could ask oui,selves. "If 1 were him, what would I be thinking 
Ol h'cling?
S(df~prahr
AUei u difiicult situation has passiai, svc iimy still be le ftw ith  uhplcasaift fecliugs 
(partieidaily if we have held ourselves Imck from losing eontroi). Ihmsiffg onr.seKTs Ibr 
feniaiuiug iu couti'ok for exampl<\ can help to make us (eel better about the sitmdion arid 
iueiease (he likelihood of future success.
This is a eogiritive teclmiqne which helps ns to (neuson the ol)jecti\m or ta.sk which needs 
to ()e aeeomphshed. It is easy to get side-traeked ilitoTrreli/vanI a11d |lersoual issues. 
Reminding oursi'lves ol our goal (lor example, gettiiig pertiii.ssion to liavé (he <lay off work 
or getting our ear repuiiX'cl) will help its to detach oru'sxdves froin the negative feelings we 
uiay lie I'xperieneirig in the situatiiin.
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ESCALATING 8  D EFUSIN G  BEHAVIOURS
Escalating behaviours Defusing behaviours
Raised voice Calm voice
Rapid speech Moderate speech rate
Frowning Composed expression
Staring . Normal eye contact
Sneering Relaxed mouth and jaw
Pointing ; Not pointing
Abusive gesturing Relaxed use of expressive gesture
Invading others ' space Maintaining a com fortable distance
Threatening verbally Assertive communication
Sarcasm ■ Assertive communication
Sw earing ' Assertive com m unication
'Put-downs' A ssertive com m unication
Following or intimidation Withdrawal
Standing up (if seated) Remaining seated
Physical contact No physical contact
Drinking No excessive drinking
Drug taking No drug taking
Carrying weapons Do not carry weapons
Going to places or situations in Avoid 
which you are likely to become 
aggressive, such as particular pubs
Personal style, such  as short hair ' Altered if appropriate and possible
Clenching or banging fists, hands Relaxed hands and arm s 
on hips/folded arm s
Rapid breathing Slow, steady breathing
: Being in a  crow d TEnspririg th e re  is sufficient body 
i sp ace  around you
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ESCALATING BEHAVIOURS SCENARIO
Put nerds to get to die petrol station to buy a pint nCmilk. The shortest nnito is to cross the
main dual carriugewa); which is always very busy. When he is almost across tlic road, a car, 
some distance away; starts tooting. It appeai-s to be speeding. Pat is angiy at what he feels 
is nnjusiified rudeness and he shouts and shakes his fist at the driver. The driver passes Pat 
and pulb in at the petrol station. Pat continues walking towards the pctnd station and h)l- 
lows the driver in. Inside, he confronts the man and tells him he is a bad driver. The man 
swears at Pat. who poshes him into a rack of crisps.
1 W hat were the th ings tha t Pat did which resulted iu an escalation o f  (he situation?
2 What alternative things could Pal have done to ])rovcn( the situation escalating?
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PERSONAL ESCALATING 8  DEFUSING BEHAVIOURS
My c'sculaling iKiiuîVÎcmrs include:
My defusing behaviours includn 
1 
2
3
4
5
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Appendix E - Session Evaluation
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Feedback and comments
Please help us to improve this workshop by answering these questions. Please be honest with 
us and do not write your name on this questioimaire.
1. How well did the workshop meet your needs?
0 1 2 3 4 5
Not at all
2. How useful did you find the workshop?
0 1 2  3 4
Not at all useful
5. Please rate each of the following:
How welcome did you feel?
0 1 2 3 4 5
Not at all
How clearly did the facilitators explain the ideas?
0 1 2 3 4 5
Not at all well
Very well
Very useful
3. What did you find most helpful?
4. What did you find least helpful or not at all helpful?
Very welcome
Very well
Please use this space to tell us how you think this workshop could be improved:
Please use the back o f this sheet i f  you have any other comments. Thank you for your help.
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Appendix F - Letter from Field Supervisor.
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Dcp
%
To Whom It May Coticem:
Dr Tony Laurie, trainee Clinical Psychologist has relayed the findings of his 
service related research project to the Bournemouth Psychology Team.
fouTssinccrehr
Consultant Clinical P^chologisi
Head of - and Adult Mental Health Team
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6.3. Qualitative Research Project
An investigation into the purposes and boundaries of flirtatious behaviour using 
Interpretative Phenomenological Analysis.
June 2006 
Year 2
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6.3.1. Abstract
This study examined the rules and boundaries of flirtation using qualitative research methods. 
It endeavoured to examine behaviours used in flirtation as well as inquire what people felt 
were the purposes and intentions behind these behaviours. Additionally, the study investigated 
whether or not these rules were dynamic, if they differed between genders, and explored the 
role of stereotypical behaviours, with a view to providing greater insight into flirtatious 
behaviour. Three male and five female participants took part in a focus group. The 
conversation was transcribed and analysed using interpretative phenomenological analysis. 
This revealed a number of themes including intentions, development of flirting, power, 
boundaries, and gender. The paper focuses in on two of these themes, boundaries and gender. 
Several sub-themes were also explored in relation to differences in intention, behaviour and 
gender based power differentials, the nature of the relationship with whom one is flirting, and 
ones own relationship status. The limitations of this approach and implications of the results 
were discussed.
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An investigation into the relationship between dissociation, life satisfaction and loss of control
in the explanation of gambling behaviour
July 2008 
Year 3
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6.4.1. Abstract
This study investigated the relationship between the concept of Dissociation (as measured by 
the Dissociative Experiences Scale (Bernstein & Putman, 1986), life satisfaction as measured 
by the Satisfaction with Life Scale (Diener et al., 1985) and the loss of control in gambling, as 
measured by the South Oaks Gambling Screen (SOGS, Lesieur & Blume, 1987). This study 
also explored whether life satisfaction sub-domains are worthy of investigation and it 
explored the accuracy of the SOGS in identifying who are most at risk of being pathological 
gamblers. 440 participants fully completed an online questionnaire. Results demonstrated a 
significant positive correlation between the level of dissociation experienced and loss of 
control, and significant negative correlations between the level of dissociation and life 
satisfaction and between life satisfaction and loss of control. Furthermore, participants scoring 
within the probable pathological gambler range on the SOGS dissociated to a significantly 
higher degree and were significantly less satisfied with life when exploring specific domains 
of life satisfaction. Results also suggest that the SOGS cut off scores for indicating gambling 
pathology should be re-examined. Results are discussed in the context of the requirement to 
develop services for people who develop problems with their gambling behaviour.
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6.4.2. Introduction
Gambling involves staking money on an uncertain event in the hope of winning more money 
at the risk of losing the money staked. The core feature of all gambling forms is that the 
objective expected outcome of each gamble is less than the money staked. If this were not so 
businesses in the gambling industry would not be making such colossal profits. Typically 
about 60% of the revenue from the sale of lottery tickets, for example, is returned in prizes 
(Walker, 1992). Thus the expected value of a lottery ticket costing one pound sterling is 
typically only about 60 pence and the probability of winning anything at all is often extremely 
low, e.g. the chance of success for the jaclqpot in the UK National Lottery is 1 in 14 million. 
People however still gamble on such games, as well as the many other forms of gambling.
The economic utility of gambling is therefore clearly negative. In objective terms, gambling 
should never take place if winning money is the primary (or only) motivation. This suggests 
that the motivation for gambling is not purely economic and has led to a range of explanations 
for the behaviour. Before exploring the explanations to date, to set the context it may be 
helpful to paint a picture of the size of the gambling industry along with the frequency with 
which people engage with this industry, and the prevalence of people who develop problems 
with their gambling behaviour.
Context
Gambling is a common activity in most countries of the world. Walker (1992) estimated that 
80% of the population in industrialised Western societies take part in some form of gambling 
activity. The British Gambling Prevalence Survey (Wardle et al., 2007) estimated that 68% of 
the UK population had gambled during the past year. In terms of the gender divide, of their 
9003 participants who responded to the survey, 71% of men gambled compared to 65% of 
women. Furthermore, with the exception of bingo (on which 4% of men gambled versus 10% 
of women) more men gambled on each gambling activity than women. Thirty-six per cent of 
their sample only gambled on the National Lottery with the remaining 64% having gambled 
on other activities as well. These rates are similarly reflected elsewhere in the world. In 
Canada, for example, Ladouceur (1991) reported that 88% of the adults in Quebec played the 
lotteries. In Germany, Hand (1992) claimed that 60% of the population played one form of 
lotto, and 10% actively played slot machines (Buhringer & Konstanty, 1992). These rates of 
gambling are reflected in the increase in overall amount spent in the gambling industry by 
punters. Christiansen (1993) reported that in the USA over a period of only 18 years from
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1974 to 1992 expenditure rose from $17.4 billion to $329.9 billion, an increase considerably 
greater than inflation.
In 2001 in the UK (The Gambling Review Report, Her Majesty’s Stationery Office), annual 
gambling expenditure had risen significantly over the previous ten years to an estimated £7.3 
billion. This was predicted to increase by an annual average of £567 million as a direct effect 
of the recent governmental reforms of the gambling industry (availability of gambling arenas, 
licensing, taxation etc) between 2004 and 2008, in the eontext of the new Gambling Act 
(2005) which came into force in September 2007. Whilst it is beyond the scope of the current 
paper to discuss the advantages and disadvantages of the new reforms within the gambling 
industry, it should suffice to say that one primary aim of the reform process was to generate 
growth in the gambling industry and subsequent tax revenues. As part of the reforms, the good 
news is that the government has established the need for research into the aetiology and 
treatment of problem gambling setting up an industry funded Trust, with an annual budget of 
£3million. This confirms that the government now acknowledges publicly that gambling can 
result in severe problems for some gamblers. The Review Body who developed the proposals 
following the consultation process recommended that there be increased funding to the 
National Health Service (NHS) for the treatment of problem gambling and that problem 
gambling should be recognised as a health problem by the Department of Health.
Furthermore, it recommended that the Primary Care Trusts should develop strategies to deal 
with problem gambling. Whilst it may be debatable as to how the proposals for industry 
growth can be in the interest of the public, these particular proposals are arguably less open 
for debate, as there may be many people who may benefit from improved access to services. 
The opportunities to gamble have also increased over recent years, particularly since the 
introduction of online gambling opportunities in 1995. Online gambling has seen a boom in 
growth; within four years one survey found that 0.2% of the UK population had already 
started to gamble online, (Sproston et al., 2000). In 2007, the Gambling Prevalence Survey 
(Wardle et al., 2007) reported that 3% were now betting online (poker and other casino 
games) and 4% were using the internet to place bets at websites run by the more traditional 
bookmakers. More striking though was the finding that 6% of the population had used the 
internet at least once over the last year to gamble. Whilst a still relatively small percentage, 
within eleven years of online betting opportunities being available, the prevalence of online 
gambling in the UK has increased from 0.2% to 6%.
There is no doubt, therefore, that gambling is a common activity. What percentage of people 
develop a problem with their gambling behaviour? At what point do some people start to lose 
control? And what does losing control look like? To measure whether an individual has a
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problem with their gambling behaviour studies in the research literature has tended to use the 
South Oaks Gambling Screen, (SOGS, Lesieur & Blume, 1987). This is a 20 item self-report 
tool whieh has generally been used as a screen for pathological gambling and was initially 
developed around the previous version (IE) of the Diagnostic and Statistical Manual, (DSM- 
III, American Psychiatric Association, APA, 1980). It enquires, for example, about the types 
of gambling engaged in, the amount of money spent, chasing behaviour, inability to stop 
gambling, more than intended expenditure, lying about behaviour, guilt about behaviour, and 
borrowing to finance gambling behaviour.
In terms of the percentage of people who develop a problem (e.g. lose control) with their 
gambling behaviour, estimates have ranged from 0.25% (Dickerson & Hinchy, 1988) to 2.8% 
(Volberg & Steadman, 1988) of the adult population. Comparisons across countries suggest 
that the highest levels of involvement in gambling (Haig, as cited in Caldwell et al., 1985) and 
the highest levels of problems generated by gambling (Dickerson, 1993) are to be found in 
Australia, and possibly in the Far East as well although as detailed above in relation to 
national expenditure, gambling is widespread in many other countries throughout the world.
In 2007, the prevalence of problem gambling in the UK was estimated as 0.6% of the adult 
population (whieh would equate to 284,000 people aged 16 years and over) as they fiilfilled 
the Diagnostic and Statistical Manual Fourth Edition criteria for pathological gambling 
(DSM-IV, American Psychological Association (APA), 1994). This estimate rose to 0.9% if 
considering any point over the previous 12 months, according to the British Gambling 
Prevalence Survey (Wardle et al., 2007).
If the activity is just so very normal (in that so many people across the world take part in these 
activities) then why should one be interested in researching the factors that lead to the 
initiation and maintenance of the behaviour? The answer to this is two-fold. Firstly, the 
processes resulting in behaviours with a mean negative expected return are worthy of 
investigation in their own right, as these behaviours would, if monetary gain was the sole 
motivation, appear irrational. Reasons other than monetary gain would therefore be likely to 
underpin gambling behaviour. The second reason lies in the fact that the consequences of 
continued gambling behaviour can be very broad and very devastating for those who earn the 
label "Pathological Gambler". Caldwell et al. (1988) provide an encompassing definition of 
the pathological gambler. According to these authors, a pathological gambler is a gambler 
who: gambles once a week or more often, has lost more than can be afforded six or more 
times, has lost more than was planned on four of the last five sessions, usually chases losses, 
gets into debt, and who has tried, without success, to stop gambling. In 1980 the American 
Psychiatric Association formally recognised pathological gambling as a disorder of impulse
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control (A.P.A., 1980) and it has remained within the diagnostic manuals since then, e.g. 
DSM-IV (A.P. A., 1994).
Whether gambling behaviour is measured by the SOGS or by evaluating how many of the 
DSM-IV criteria are endorsed, it is easy to see how, once one is gambling to the extent at 
which a diagnosis of “Pathological Gambler” is appropriate or likely, the behaviour is likely 
to cause great distress to the individual. However, one does not need to meet all the criteria for 
a pathological diagnosis for the gambling behaviour to be problematic. Endorsement of even a 
single DSM-IV eriterion (e.g. “Have you committed any illegal acts, such as embezzlement or 
fraud, to support your gambling?”) would arguably indicate that the gambling behaviour has 
reached a problematic level. In line with current thinking (stemming from the work of 
Dickerson, 1993), gambling should therefore be seen as behaviour on a continuum from low 
frequency (with minimal associated problems) to high frequency (when the risk of associated 
problems and pathology are increased). This perspective is held in mind throughout the 
current study.
Whatever the frequency at which people gamble, why is it that they gamble at all? 
Furthermore, why is that some people manage to maintain their gambling behaviour below 
problematic levels, whilst others lose control? The following section introduces some of the 
theoretical perspectives whieh have been developed to help understand gambling behaviour.
Theoretical Perspectives and the Gambling Paradox
There are two problems that need to be addressed by theories of gambling. Firstly, as 
Wagenaar (1988) explained, the biggest paradox of gambling is that the activity exists at all, 
and that so many people engage in it without taking on board the negative expected outcome. 
A theory therefore needs to offer an account of why people gamble and continue to gamble. 
Secondly, what is also in need of an explanation is why some people continue to excessive 
and problematic levels, losing control over their gambling behaviour, despite regular feedback 
about the infrequent wins and the regular losses.
The reasons why people begin to gamble in the first place have been widely researehed (see 
Arrow 1970; Brenner & Brermer, 1987; Sullivan, 1972 and Walker, 1985, for examples). It is 
important to recognise that gambling is itself not a unitary activity; gambling occurs in many 
forms and contexts. The social and structural differences between the various forms are large. 
The intensity at which the aetivities are played also varies dramatically from the occasional 
lottery ticket purchase to as much as the commitment of all available time and resources.
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These two extremes for example would undoubtedly have little in common with each other 
and are obviously at opposite ends of the “normal” to “compulsive” gambling continuum. 
Several differences across gambling forms are very apparent. The time delay between the 
choiee of a particular gamble to the point at which the outcome is known (hence when 
feedback is received concerning the win or loss of that gamble) varies widely from a few 
seconds in the case of scratch card and fruit machine gambling, to a week or more with the 
purchase of a lottery ticket for example, and even longer still with some sorts of event such as 
placing a bet on whether snow will fall on the city of London the following Christmas Day or 
which city will win the bidding process to host a specific future Olympies Games. There is 
also a luek-versus-skill dimension on which the gambling activities can vary. The extent to 
which someone can use their knowledge and ability playing roulette, for example, is minimal. 
However there is a certain degree of skill associated with other forms such as poker and horse 
raeing.
With these cautionary points in mind, we can consider why a gambler continues with a 
behaviour which is clearly not in his or her best interests. The persistence of playing 
throughout long series of systematic losses has been explained in many ways. The following 
section introduces some of the recent and popular approaches, and as shall become clear there 
are elements of each approach which are related to other approaches. In addition to the 
approaches themselves, it is the links between these approaches whieh build to the rationale 
for the current investigation.
The Arousal Perspective
Gamblers often report that excitement is the main reason for why they gamble (e.g. Anderson 
& Brown, 1984 and Coventry & Brown, 1993). Arousal theories of gambling assume that the 
primary motivation for gambling is the excitement that the activity engenders. Excitement in 
the literature has been measured using both objective physiological (e.g. heart rate, Anderson 
& Brown, 1984; Coventry & Norman, 1997; Leary & Dickerson, 1985) and subjeetive non- 
physiological measures, (e.g. Coventry & Constable, 1999; Griffiths, 1995). For example, 
Leary and Dickerson (1985) measured heart rate of individuals whilst they were gambling on 
fruit machines. Higher frequency gamblers had higher heart rates than lower frequency 
gamblers whilst gambling. They concluded that these higher frequeney gamblers were 
motivated to gamble because of the higher degree of excitement and associated arousal that 
gambling at higher frequencies induced. Likewise, on self-report questionnaires (e.g. 
Griffiths, 1995) high frequeney gamblers reported that they experienced higher degrees of
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excitement than their lower frequency counterparts. The author concluded that the greater 
excitement reported by these higher frequency gamblers was their primary motivation for 
gambling.
However, whilst these studies do indicate that arousal plays some role in gambling behaviour, 
it is not clear whether the arousal is actually a motivator to gamble. There are two alternative 
explanations to the results reported by these studies. Firstly, in respect of the physiological 
arousal studies, the fact that the higher frequency gamblers have higher arousal indicators (e.g. 
heart rate) could simply be due to the fact that they are more physically active during the 
gambling episode. Higher frequency gamblers by definition gamble more often. As with most 
activities, the more often you take part in that activity the more aware you become of the 
game and what needs to be done. High frequency gamblers were able to make decisions about 
their next bets quicker than their lower frequency counterparts (Leary & Dickerson, 1985) 
getting through a larger number of individual gambles within the time frame of the study. As 
each gamble required placing money in the slot and rapidly pressing buttons, the alternative 
explanation for Leary and Dickerson (1985) results could therefore lie in the fact that the 
higher frequency gamblers were more physically active due to the increased number of 
gambles they were able to make within the time frame. Indeed, Coventry and Norman (1997) 
reported that the higher frequency gamblers were no more physiologically aroused than their 
lower frequency counterparts, once the number of gambles achieved in the time frame were 
taken into account. Secondly, there are concerns as to the validity of the conclusions made 
from postal surveys examining gambling frequency and self-reported excitement. For 
example, in the Griffiths (1995) study, it is entirely possible that those higher frequency 
gamblers reporting greater excitement ratings than lower frequency gamblers, may only have 
been doing so to rationalise their behaviour. As participants in postal surveys are aware that 
the researcher has their name and address, fears for lack on anonymity in responding may well 
have played a part in the higher frequency gamblers’ need to justify their gambling behaviour.
The research literature is therefore somewhat equivocal on the issue of whether arousal serves 
as a motivator to gamble or indeed can distinguish between those who gamble at high 
frequencies and those who do not. However, it is clear that the concept of arousal and 
excitement has some role in the explanation of gambling behaviour. Another approach that 
has been taken has been to identify particular individual differences or personality styles to 
differentiate between non-gamblers, low and high frequency gamblers.
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Individual Difference Approaches
Individual difference type approaches have assumed that the reason why some people 
continue to gamble has something to do with certain personality characteristics that the 
individual gambler holds. One problem individual difference approaches face is that, as the 
majority of people gamble, they seem unlikely to offer a suitable explanation for “normal” or 
“non-problematic” levels of play. In view of the gambling paradox introduced earlier, the fact 
that so many people gamble at all (the majority of whom do not continue to problematic 
levels) it is hard to imagine how an individual difference approach would be able to identify 
differences between those people who do not develop a problem and those who do not gamble 
in the first place.
Of all the personality dimensions available, Zuekerman’s biologically based theory of 
Sensation Seeking offers one of the most direct applications to gambling behaviour. 
Zuckerman (1979) defined sensation seekers as people with the need for high states of 
arousal. He originally predicted that gamblers should be high sensation seekers, and that the 
reason that they gamble would be to satisfy their need for arousal, and that higher frequency 
gamblers would score higher on the Sensation Seeking scale than lower frequency players. 
The behavioural expressions of sensation seeking have been found in various kinds of risk- 
taking behaviours such as driving habits, health, financial activities, alcohol and drug use, 
sexual behaviour, and sports (Zuckerman, 1994). Risking money on an uncertain outcome has 
also been investigated, predominantly using the Sensation Seeking Scale (SSS, Zuckerman, 
1979). This scale has been used widely to investigate continued involvement in gambling and 
its relationship to the level of risk adopted by gambling individuals. For example, Kuley and 
Jacobs (1988) observed that their high frequency gamblers (in their problem gambling group) 
scored significantly higher than the low frequency social gamblers on their total sensation 
seeking scores and specifically on the Boredom Susceptibility, Experience Seeking and 
Disinhibition subseales of the SSS. Furthermore, whilst not addressing traditional gambling 
activities, Wong and Carducci (1991) observed that in their undergraduate population, high 
sensation seekers displayed greater risk-taking tendencies in everyday financial matters than 
low sensation seekers. However, again, the research to date has been equivocal as to what role 
sensation seeking plays in the initiation and maintenance of gambling behaviour.
For example, Dickerson et al. (1987) observed that male bettors scored significantly lower on 
the SSS than existing population norms; Coventry and Brown (1993) reported identical 
results. In both studies, their off-course betting gamblers scored lower than both non-gamblers 
and general population norms. These two studies clearly did not support Zuckerman’s
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hypothesis that high frequency gamblers are high sensation seekers. Additionally, more 
recently Parke et al. (2004) reported that sensation seeking (as a personality trait) was not 
shown to be a significant predictor even of pathological gambling. However it should be 
noted that within the Dickerson et al. (1987) results, they did report a weak but significant 
relationship between the SSS subscales (particularly the Boredom Susceptibility subscale) and 
the level of betting involvement. The authors argued that the relationship between boredom 
susceptibility and arousal may be a predisposing route to eventual problematic gambling. The 
issue of boredom susceptibility will be returned to later. Alternatives to individual difference 
type approaches include the behavioural and the cognitive perspective. Both of these 
approaches (which follow) assume that anybody, irrespective of personality style or other 
individual difference, can develop problematic levels of play, given the “right” circumstances 
or experience.
The Behavioural Perspective
A  different view of persistent gambling, and one that has been around for some time, is that of 
the behavioural perspective. For example, Dickerson (1993) and Dickerson et al. (1991,
1992) have suggested that poker-machine gambling may be a schedule-based behaviour. 
According to this behavioural view, persistent gambling can be explained in terms of the 
powerful reinforcing effects of intermittent schedules (Ferster & Skirmer, 1957; Skinner,
1953) and the sensitivity of behaviour to stimuli in the gambling environment, (Delfabbro & 
Winefield, 1998). Behavioural perspectives also acknowledge the reinforcing effects that 
arousal can have on the individual, e.g. Dickerson (1977,1979,1984) and Saunders (1981). 
For instance, Anderson and Brown (1984) and Leary and Dickerson’s (1985) view that 
increased risk taking is a necessary step once the task becomes familiar as greater risk is 
required to obtain the same degree of physiological arousal, can also be explained by the 
behavioural perspective in terms of the process of habituation.
One common finding within this research field is that small wins appear to increase betting 
behaviour, whilst large wins appear to decrease them (Delfabbro & Winefield, 1998; 
Dickerson et al., 1992). Griffiths (1999) and Reid (1986) also stress the importance of non­
monetary reinforcement, such as the “near-miss”. Near-misses can be described as failures 
that are close to being successful. Right up to when the final outcome of the gamble is 
known, the individual could be increasingly close to winning. One obvious example of this is 
when the chosen horse in a particular race is beaten past the post by a matter of inches. All the 
learned associations, normally associated with a win are apparent (increased arousal, 
expectation of monetary gain, etc) right up to the last second before the race is over. The
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behavioural perspective argues therefore that near misses can also act as reinforcements for 
the behaviour.
The concept that behaviour can become sensitive to gambling events relinquishes to some 
extent the role of the gambler, in that as the reinforcement for gambling becomes associated 
with certain events, it becomes a learned behaviour and therefore increasingly dictated by 
factors external to the gambler. This view allows for explanations without reference to internal 
biological processes, personality differences, genetic predispositions or traditional addiction 
theories, all of which have often proved unsatisfactory in distinguishing problem gamblers 
from those who would be defined as “normal” gamblers, those who manage their gambling 
behaviour (Delfabbro & Winefield, 1998; Dickerson, 1984,1989,1993; Walker, 1992). 
However, there are problems associated with this view as well, as the main common finding 
can be re-interpreted within other perspectives. As Walker (1992) points out, another 
explanation (and a cognitive one) for the decrease in response rates (betting behaviour) 
following large wins would be that the gambler believes in the gambler’s fallacy. If this is the 
case, then the gambler would believe that because of the large win, another win is less likely 
in the near future, and so in the very short term betting tails off.
Some methodological concerns regarding, for example the Dickerson et al. (1992) study have 
also been raised (e.g. Delfabbro & Winefield, 1998; Walker, 1992). One concern relates to 
the elicitation of participants’ expectancies about the likelihood of success on the following 
trial (e.g. Dickerson et al., 1992). This measurement was only extracted following large wins, 
and hence this momentary distraction could have been enough to take the attention away from 
the task at hand and almost re-set the individual’s gambling activity.
Taking the methodological concerns into account, Delfabbro and Winefield re-visited the 
phenomenon and observed similar findings to the original Dickerson et al. (1992) paper. In 
poker machine play, larger reinforcements appeared to disrupt ongoing behaviour; after a 
large win gamblers would tend to pause their gambling and do something else for a brief 
period. It also confirmed that the behaviour of regular players was more habitual or 
stereotyped than that of occasional players. The interesting point regarding this study was that 
there was no apparent evidence that players’ betting behaviour increased as a result of 
variations in reinforcement as would be predicted by operant conditioning theories (Skirmer, 
1953). So whilst larger wins appeared to reduce betting behaviour (by virtue of the gambler 
temporarily turning attention to another activity) other reinforcements did not appear to have a 
direct effect on the betting behaviour. There appears therefore the need for an alternative 
explanation. The cognitive perspective discussed in the following section provides one such 
alternative.
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The Cognitive Perspective
Within the cognitive perspective, Wagenaar (1988) argued that gamblers are “motivated by a 
way of reasoning, not by defects of personality, education or social environment” (Wagenaar 
1988, p.3). As such, from this perspective it is therefore important to look at how the gambler 
understands and interprets the external events that the gambler experiences.
A cognitive explanation to the decrease in betting behaviour following a large win would rest 
in the belief in the “gambler’s fallacy”; that as the amount of time without a win increases, the 
probability of a win on the next bet increases. What underlies this fallacy is a lack of 
understanding of the independence of outcomes in chance events (e.g. Ladouceur et al., 1995, 
1996; Ladouceur & Dube, 1997) Here then, because of the large win the person may believe 
that another win is less likely in the near future. This typical gambler’s fallacy is one of many 
erroneous perceptions identified within the gambling literature. Erroneous beliefs are beliefs 
that are false in the sense that they do not respect the principles of chance, and they span a 
range of types of errors. For example, “The first round is usually a winning one” (making 
cause and effect links), “Intuition is guiding me” (using mystic or superstitious terms), “It is 
going to be a Queen” (making predictions), and “I knew it was going to be a red” (confirming 
a hypothesis).
The method typically used for extracting and assessing these erroneous beliefs has been a 
form of protocol analysis, that of the “think aloud” method. This method involves instructing 
participants to verbalise every thought that passes through their minds whilst playing, without 
censoring them even if they initially appear irrelevant. Participants are also instructed not to 
attempt to justify their thoughts and to keep talking as continually as possible (Ladouceur et 
al., 1988). Verbalisations are subsequently coded as irrational if their content contains any 
reference to factors that have no objective effect on the outcome, for example, personification 
of the machine or other means of explaining away losses.
This type of protocol analysis is not void of criticism. Firstly, as most of these studies involve 
participants (who gambled at various frequencies) talking whilst they were gambling, it is 
entirely possible that the data was confounded. One could argue that those who gambled at 
high frequencies had more mental resources available to talk whilst gambling. In line with 
theories of attention, one has a finite amount of cognitive resource. A study by Spelke et al.
(as cited in Goldstein, 2005) illustrates the relevance of this point. They demonstrated that 
college students were not able to do two tasks (reading short stories whilst taking dictation) at 
the same time. However, with practice over 17 weeks, they were able to read a story rapidly 
with good comprehension and categorise dictated words at the same time. Relating this to the 
critique of this form of protoeol analysis, those who were less accustomed to the games
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therefore may have had to allocate more mental resources to the act of playing and gambling 
and less to the task of talking and verbalising what was going through their mind. Secondly, 
and equally importantly, it is also possible that these verbalisations were simply, in fact, ad- 
hoc rationalisations of their behaviour. To illustrate this, one could not argue with certainty 
that a tennis player, when shouting at the raeket having just played a bad shot, actually 
believes his or her tennis racket was to blame. Rather their expression could instead be an 
attempt to apportion blame away from themselves in a eonvenient way at the time.
However, whilst an understanding of their precise role is still unfolding, evidence for the 
existence of erroneous beliefs in the gambling setting is widespread. Furthermore, Benhsain et 
al. (2004) demonstrated that regular prompting about the independence of events (that each 
outcome in chance determined tasks is eompletely random and unrelated to the previous 
outcome) throughout a gambling episode, significantly reduced the number of erroneous 
perceptions observed. What was also of interest in this study was that they had a measure of 
continued play. At the end of the experiment in which participants gambled on a computerised 
roulette game, the participants could choose to continue to gamble or not. The researchers 
found that those who had received regular prompts throughout had significantly less 
motivation to continue to gamble than those who had not. Fifty percent of participants who 
had not been reminded of the independence of events continued to gamble at the end of the 
study, compared to only 15% of those who had been reminded throughout.
Whilst higher frequency gamblers do tend to report a higher number of erroneous beliefs, no 
causal relationship has been demonstrated. In other words, it is not yet clear whether high 
frequency gambling results in more erroneous beliefs developing, or the high number of 
erroneous beliefs results in excessive play. Neither is this approach on its own able to explain 
low frequency gambling; it is not able to distinguish between those who develop a problem 
with gambling and those who do not, as even low frequency gamblers hold these erroneous 
beliefs. Furthermore, there is even evidence (Benhsain et al., 2004) to suggest that people who 
are educated in statistics and probabilities are not protected from thinking in this way whilst 
gambling. Additionally, Gaboury and Ladouceur (1989) even showed that participants who 
held rational beliefs about their roulette game both before and after the gambling session, 
expressed high rates of erroneous perceptions during the game.
New Directions
The picture that is beginning to emerge therefore seems to involve people switching to a 
different and more erroneous thinking style when they commence a gambling episode. It
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appears that there are not only these cognitive changes that occur but also affective changes 
too. In the arousal literature introduced earlier it has been argued that higher frequency 
gamblers tend to experience higher degrees of physiological arousal and self-reported 
excitement. Linked to this, in the individual difference literature introduced earlier, it has been 
argued that the need for arousal (sensation seeking) has a role in gambling behaviour. 
Furthermore, boredom susceptibility appeared to be a prominent issue for the higher 
frequency gamblers (Dickerson et al., 1987; Kuley & Jacobs, 1988). Also in this literature, it 
has been argued that avoidance of noxious physiological states and dysphoric mood 
(Blaszczynski et al., 1986) were major factors in explaining persistence in gambling. 
Furthermore, Scannell et al. (2000) reported a relationship between problem gambling and 
coping style in their female video poker machine players. The avoidance of negative mood 
states was more prevalent in their problem gamblers than that reported by their lower 
frequency (and non-problem) counterparts.
Additionally, Griffiths (1995) reported that high frequency fruit machine gamblers 
experienced more depressive moods before playing than low frequency players, and that the 
high frequency players experienced significantly more excitement during gambling than the 
low frequency comparison group. Griffiths (1993) also reported that during play, participants 
experienced increased excitement and a reduction in their depressive moods. Both of these 
studies, however, relied on subjective reporting, with the data being collected in a non- 
anonymous way. Therefore, the criticism of simply being ad-hoc rationalisations also applies 
to these studies. However, these participants reported escapism as their core motivation for 
gambling.
In addition to the cognitive changes as discussed above, affective changes also appear to have 
a role in gambling behaviour. Gambling appears to be used as a form of escapism, both from 
boredom and from other unpleasant mood states.
It is not only the game itself which can be held responsible for the mood altering qualities of a 
gambling episode. Gambling establishments do what they can to induce these cognitive and 
affective changes. Operators have become increasingly keen on developing a more ‘complete 
experience’, encouraging the development of other forms of entertainment (e.g. musical, 
theatrical and dance shows) and often providing free drinks and snacks. All these act to place 
the gambler in an all-together different (and pleasant) environment, as soon as the gambler 
enters the establishment. In relation to cognitive changes, establishments encourage the belief 
that past information has a value in predicting the next outcome. They do this by providing 
pen and paper at the roulette table for example, on which clients may record where the ball 
rested on previous spins. Most now display these outcomes on an electronic display board
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next to the roulette table. The gaming machines are designed with flashing lights and metal 
cash trays, so when a client has a win, other people around hear. In large gaming machine 
rooms there is almost a continuous winning noise -  which may serve to increase people’s 
perception of winning ratios. Even with online gambling, many websites offer clients free 
credits, encouraging the feeling that the client is getting something for nothing.
Considering the cognitive and affective changes that appear to occur when gambling, it is not 
surprising that the concept of dissociation and its involvement in gambling behaviour has 
recently become of empirical interest.
Dissociation and Gambling
Dissociative states appear to map very closely on to the cognitive and affective changes 
discussed above that appear to occur during gambling behaviour. Dissociative states involve 
both an attentional and an emotional component where people in such states exhibit a 
narrowing of attention with a particular focus on the immediate experience at hand, and a 
related positive mood state which allows them to block out other life events of an unpleasant 
nature. Although the term dissociation is often related to a specific class of psychiatric 
disorders, dissociative experiences of a non-pathological nature are common in the general 
population as well, possibly up to 90% of the population (Kihlstrom, et al., 1994; Putman et 
al., 1996). Dissociation is a complex psychophysiological process that produces alterations in 
sense of self, accessibility of memory and knowledge and integration of behaviour (Putman, 
1991), and refers to an alteration of consciousness that affects attention, memory and identity, 
(Kihlstrom et al., 1994). The DSM-IV (1994) also classified dissociation as such.
The review of the literature and theoretical approaches above and the emerging picture that 
there are both cognitive and affective changes that occur whilst gambling, provide a clear 
rationale therefore for why dissociation should be investigated in relation to gambling 
behaviour. Firstly then, how is dissociation itself generally measured?
The most widely used measurement tool is the Dissociative Experiences Scale (DES,
Bernstein & Putman, 1986). It is a self-report measure of the fi*equency of dissociative 
experiences. It was conceptualised as a trait measure as opposed to a state measure as it 
enquires about the frequency of dissociative experiences in the daily lives of those who 
complete the measure, rather than measuring the level of dissociation at a particular point in 
time.
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One of the first studies investigating the relationship between dissociative experiences among 
social and problem gamblers was Kuley and Jacobs’ (1988). In a questionnaire based study, 
their problem (high frequeney) gambling group responded as having a significantly greater 
number of dissociative experiences than those in the social gambler group (low frequency 
gamblers). This study however only had a very small number of participants. Furthermore, the 
questions asked related to dissociation type experiences whilst undertaking any potentially 
addictive activity. They were therefore not solely focused on gambling per se. However, this 
finding has since been replicated many times, (e.g. Brown, 1996; Diskin & Hodgins, 1999; 
Wynne, 1994;). However there have been studies which have failed to find such differences 
between high and low frequency gamblers in their level of dissociation experienced. One such 
study by Grant and Kim (2003) concluded that their two groups (those meeting DSM-IV 
criteria for pathological gambling versus those who did not) did not differ in the extent of 
dissociation experienced as measured by the DES. However, generalisation from their results 
may only be done with caution, as their sample may well have been unrepresentative of the 
gambling population as a whole. This is because they restricted their sample to people with no 
co-morbidity (e.g. alcohol dependence) and to those who were seeking medication. Whilst 
not addressing co-morbidity, the current study aims to investigate, without any such 
restriction on sampling, whether those who can be classified as “probable pathological 
gamblers” (as measured by the SOGS) dissociate to a higher degree than those who either 
have no problem or some problem with their gambling behaviour. The current study views 
dissociation (in line with current thinking in relation to loss of control) as being along a 
continuum from low to high, without attempting to pathologise the level of dissociative 
experience into, for example, a formal dissociative disorder. It is expected, in line with 
previous research using the DES (e.g. Wright & Loftus, 1999) that the distribution of DES 
scores will be negatively skewed, with the majority of people scoring at the lower end of the 
DES score range, with progressively fewer people scoring progressively higher.
So what underlies the need to dissociate and to reduce boredom and alleviate noxious mood 
states? There has been very little empirical research exploring the reasons underpirming an 
individual’s need to dissociate. If escaping is relevant, what is it that people are escaping from 
that leaves them with noxious mood states, or leaves them unstimulated and bored? Even if 
escapism itself isn’t the conscious and reported reason for gambling behaviour, what drives 
the need to have this alteration of consciousness that affects attention, memory and identity, 
(Kihlstrom et al., 1994)? One avenue which has received very limited empirical attention is 
that of life satisfaction.
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Life Satisfaction, Dissociation and Gambling
Life satisfaction has been defined as a person’s subjective, global evaluation of the positivity 
of his or her life as a whole or with specific life domains (Diener et al., 1999). Life 
satisfaction has been widely researched in a large number of domains. Measuring life 
satisfaction has been most commonly done using one of the most popular tools, the 
Satisfaction With Life Seale, (SWLS, Diener et al., 1985). This is a five item self-report 
questionnaire which assesses an individual’s subjective perception of their life as a whole.
Life satisfaction has received very little empirical attention in relation to gambling behaviour, 
yet considering the role that dissociation may play, there is a clear rationale as to why life 
satisfaction should be considered. Firstly, this is because life satisfaction has been 
demonstrated to be related to other risky behaviours. For example, Valois et al. (2004) 
demonstrated that risky sexual behaviour (alcohol or drug use before intercourse, no 
contraception, multiple sexual partners) was strongly associated with reduced life satisfaction. 
As gambling is a risky behaviour, the role that life satisfaction plays in the behaviour is 
worthy of investigation in its own right. Secondly, the links between the various theoretical 
perspectives discussed above indicate that investigating this avenue would be worthwhile. If, 
as discussed above, gambling serves to reduce noxious mood states or serves to relieve 
boredom, it suggests that the gambler may have a perceived low satisfaction with life, 
elements of which they wish to escape from. Indeed, whilst it is limited, there is some 
research evidence to suggest that it is the high frequency gamblers who have the lowest level 
of life satisfaction.
However, the sparse research that is available has been inconclusive. For example. Porter et 
al. (2004) observed that high frequency gamblers report lower satisfaction with life scores. 
However, this study only observed these differences with respect to high frequency female 
gamblers. There were no differences between high and low frequency male gamblers in 
relation to life satisfaction. Additionally, whilst Ohtsuka et al. (1997) found that a good 
predictor of gambling related problems was self-reported unhappiness, Winslow (2002) found 
no significant differences in life satisfaction between non-gamblers, non-problem (low 
frequency) gamblers and problem (high frequency) gamblers. However, investigating this 
concept from another angle Griswold and Nichols (2006) examined, using a regression 
analysis on data collected annually since 1975 and stored in a marketing database, the impact 
of the spread of the casino industry in relation to what they termed “social capital” (an 
individual’s effectiveness in the community and workplace). The relevance of their paper to 
the current work is that they reported that where new casinos had been built (throughout the 
period of investigation), communities within 15 miles had suffered in terms of their quality of
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life and social capital. This study suggests that one doesn’t necessarily have to gamble to have 
a reduced quality of and satisfaction with life; living in close proximity to a gambling venue 
could be sufficient.
The role that life satisfaction plays in relation to gambling behaviour therefore requires further 
exploration. Its relationship too, to the experience of dissociative states also requires 
exploration. On the basis of the links between the theoretical perspectives discussed above, it 
is arguably surprising that the relationship between life satisfaction and dissociation have not 
been explored in the literature to date. There is also a clinical rationale for investigating these 
relationships. Exploring these relationships would also be of value in relation to service 
development issues. For example, if, as predicted, there is a relationship between reduced life 
satisfaction, increased dissociation, and increased gambling behaviour, therapies that do not 
address the perception of life satisfaction (or indeed actual quality of life) may be somewhat 
misguided. Whilst addressing the gambling behaviour (aiming to reduce gambling to a non­
problematic level) may indeed reduce the problems associated with the gambling behaviour 
(e.g. financial and social problems), if the overall life satisfaction is not directly addressed, the 
individual may engage in other activities to fulfil their need for dissociative experiences.
Other areas in which dissociation has been widely investigated include alcohol and binge 
eating (Baumeister, 1991). A particular therapeutic approach would have to make sure that 
any of these (or any other) non-optimal behaviours would not replace their gambling 
behaviour. For example, as alcohol abuse has been shown to be strongly predictive of 
gambling pathology (Welt et al., 2004) a successful reduction in gambling behaviour would 
not be beneficial long term if the individual resorted to increasing alcohol consumption to 
dissociate, not only for the risks associated with alcohol abuse in its own right, but also in 
terms of this predictive relationship to increased gambling behaviour.
It is possible however, that a global measure of life satisfaction would yield little helpful 
information. Indeed, Hudak et al. (2005) reported that among the variables that they 
investigated, job satisfaction was the best predictor of recovery from pathological gambling. 
For their pathological gamblers who had undertaken treatment, it was the individuals who 
were most satisfied with their employment who were best able to abstain from gambling. 
Other factors that moderately influenced recovery likelihood included marital status and 
family life satisfaction. Although only 26 pathological gamblers were investigated, this study 
demonstrates that there may be particular elements in an individual’s life that may be more or 
less relevant to whether or not they gamble and use gambling as a form of escape. A global 
measure of life satisfaction (like the SWLS) may miss this kind of important detail. Test et al.
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(2005) developed a seale which measures the domains of personal relationships, living 
situation, work and a person’s perception of themselves and their eurrent life. This present 
study also therefore aets as an exploratory study into the relevance of spécifié domains of life 
satisfaction in relation to dissociation and gambling behaviour. Should there be no differences 
between people who lose control with their gambling behaviour and those who do not in 
relation to global measurement of life satisfaction, one could easily (but potentially 
inaccurately) conclude that life satisfaction is not relevant to problematic gambling behaviour. 
This study therefore explores group differences in relation to the four domains mentioned 
above, which can be assessed using Test et al.’s (2005) measure of life satisfaction.
Summary o f aims and hypotheses
The overall hypothesis therefore for the eurrent investigation was that there would be a 
relationship between the levels of dissociation experienced, life satisfaction and loss of control 
in gambling behaviour.
In line with current thinking of viewing gambling and related problems on a continuum, one 
aim was to explore the relationship between “total at risk” scores (on the SOGS) and the level 
of dissociation and life satisfaction. It was hypothesised (Hi) that there would be a positive 
relationship between the extent to which someone loses control with their gambling and the 
level of dissociation experienced. Additionally, it was hypothesised (H2) that there would be a 
negative relationship between loss of control and life satisfaction, and a negative relationship 
between life satisfaction and the level of dissociation experienced (H 3).
Secondly, this study aimed to investigate whether it is the ease that people who would be 
classified probable pathological gamblers (as measured by the SOGS) dissociate significantly 
higher than those who are likely to be non-pathological in their gambling behaviour. The 
fourth hypothesis (H 4) was therefore that those who are probable pathological gamblers 
dissociate to a higher degree from those that are not. Likewise, this study aimed to investigate 
the hypothesis (H 5) that those who are probable pathological gamblers are less satisfied with 
life than those who do not gamble to problematic levels.
The third and exploratory aim was to investigate whether there were any differences between 
the problem and non-problem gamblers in relation to foiir specific life satisfaction domains, 
namely satisfaction with their living, work, social relationship situation and their perception of 
themselves and their eurrent life. It was hypothesised (He) that people who had developed 
problematic levels of play would have lower life satisfaction in these four specific domains, 
although no prediction was postulated in relation to the relative differences between these 
domains.
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Finally, the fourth aim was to explore the classification accuracy of the SOGS in relation to 
pathology according to the DSM-IV criteria. Is it indeed the case that those people who score 
under 5 on the SOGS (and only those people) are classified as no problem or some problem 
(but not probable pathological) gamblers. Also, is it indeed the case that all people scoring 5 
and over (and only these people) are those who endorse a sufficient number of DSM-IV 
criteria for a diagnosis of the disorder? Investigating these questions was the final aim of the 
current study.
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6.4.3. Method
Participants
Using G-Power software (Paul, 2008), a sample size calculation was made. For the 
correlational analysis a medium effect size of 0.3 (Cohen, 1988) was expected with power of
0.95 (alpha of 0.05 and beta of 0.95). A sample size of 111 was required. For the multivariate 
analysis of varianee a medium effect size of 0.3 was expected with power of 0.95. A sample 
size of 51 was required. A full set of data from a minimum of 111 participants was therefore 
required.
Participants were recruited by opportunity sampling via an email whieh was sent out to 
students and staff at the University of Surrey inviting recipients to participate. Within the 
email, recipients were also asked to forward the email to anyone else they thought might be 
interested in taking part (or any email list they subscribed to). 607 (381 female, 226 male) had 
clicked on the web link provided in the email invitation. 141 participants withdrew from the 
study at various points throughout the questionnaire. None of these participants had completed 
the Life Satisfaction scales (as these were at the end of the questionnaire). Of the remaining 
466 who completed the questionnaire, 26 participants completed the questionnaire in less than 
ten minutes. The average reading speed is generally reported to be between 200 to 250 words 
per minute in non-technical material (Just & Carpenter, 1986). The questionnaire had 2891 
words (excluding response options). Reading all questions would take an average of 11.56 
minutes (plus option reading and selection of appropriate response). Data from those 26 
participants who completed the questionnaire in less than 10 minutes were examined and a 
judgement made that they had responded to the items randomly: their data were therefore 
discarded. The data from the remaining 440 (282 female, 158 male) participants were 
included in the analysis. Of those 440, only eight participants had not entered their email 
address for entry into the prize draw. Table 1 below provides details on the age and 
occupational status of these 440 participants.
The majority of participants (54%) were between the ages of 20 and 29. There was an 
approximately even number of participants who were full time employed (157) as there were 
undergraduate students, as displayed in Table 1 below. A third (34%) of all students were 
studying at the post-graduate level (84/245). Participants’ nationalities varied across 39 
nationalities. 80% of participants were British. An additional 6 British participants held dual 
nationality with other nationalities. One Greek participant also had dual German nationality. 
However, 84% of participants had English as their native language. Ninety-six per cent of 
participants completed the questionnaire on a computer within the UK. The remaining 4% (14
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participants) were completed in countries around the world from Finland to Germany, Saudi 
Arabia, Thailand and Australia.
Table 1. Demographic Information.
Demographic No. of 
Participants
Percentage 
of Sample
Age
Less than 20 59 13.4
20 to 29 237 53.9
30 to 39 89 20.2
40 to 49 38 8.6
50 to 59 12 2.7
60 to 69 5 1.1
70 or over 0 0
Occupational Status
Employed Full Time 157 35.7
Employed Part Time 28 6.4
Self-Employed Full Time 4 .. .9
Self-Employed Part Time 5 1.1
Unemployed 1 .2
Undergraduate Student 161 36.6
Post-Graduate Student 84 19.1
Materials
The first section of the questionnaire asked questions related to gender, age, occupational 
status, nationality, native language and eurrent location of the respondents. Following these 
questions, there were a series of gambling activity questions. These included, length of time 
since last gambled, preferred gambling form, gambling form on whieh most money was spent, 
frequency of gambling behaviour over the last 12 months, how much money has been spent 
gambling over the last 12 months, typical length of gambling episode, and how much was 
spent on a typical session. The second section of the questionnaire was based on the DSM-IV 
criteria for pathological gambling.
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DSM-IV criteria
The DSM-IV (APA, 1994) criteria can be used to measure the extent of the gambling 
problem. The items in the current study mimic the paraphrasing of the 10 diagnostic criteria 
used by Stinchfield et al. (2005). 9 of the 10 diagnostic criteria have two questions. If either 
of these questions is responded to with a “Yes” the criterion is considered endorsed. One 
criterion (4) only has one question with a yes or no response required. If “Yes” this criterion 
is also considered endorsed. The number of criteria endorsed represents the extent of the loss 
of control. A diagnosis of pathological gambler is applicable for any individual endorsing a 
total of 5 or more criteria. See Appendix A for the hill DSM-IV criteria. There have been 
very few studies using the DSM-IV criteria. However, Stinchfield et al. (2005) did investigate 
the psychometric properties of the DSM-IV criteria within two populations; the general 
population and a population of gamblers receiving treatment. For the former group, internal 
consistency was 0.81, and for the gambling group Cronbach alpha was 0.77. Combining the 
two groups resulted in an internal consistency Cronbach’s alpha of 0.98.
The third section of the questionnaire comprised the South Oaks Gambling Screen (SOGS, 
Lesieur & Blume, 1987).
South Oaks Gambling Screen (Lesieur & Blume. 19871
The South Oaks Gambling Screen is one of the most widely used instruments to 
evaluate loss of control in gambling. It is a self-report 20 item questionnaire. One question 
(“When you gamble, how often do you go back another day to win back money you have 
lost?) is responded to on a four point Likert scale (never, some of the time, most of the time I 
lost, every time I lost), with the two latter options representing “at risk” responses. The 
question “Have you ever claimed to be winning money gambling but weren’t really?” is 
responded to on a three point Likert scale (never, or never gamble; yes, less than half the time 
I lost; yes, most of the time), with the latter two representing “at risk” responses. Other items 
(e.g. Did you ever gamble more than you intended to?) are responded to with a Yes or No 
option, with Yes representing “at risk” responses. All “at risk” responses are summed to 
provide a total “at risk” score. A total score of zero is interpreted as someone with “no 
problems with gambling behaviour”, a score of 1 to 4 is interpreted as “some problems” and a 
score of 5 or more is interpreted “a probable pathological gambler”. It was initially developed 
to act as a screen for pathological gambling within clinical settings. It has more recently been 
used in a whole range of contexts and for assessing prevalence of pathological gambling 
throughout the general population. It has been demonstrated to have good reliability and
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validity. Lesieur and Blume (1987) demonstrated internal consistency Cronbach’s alpha of
0.97, a test-retest reliability coefficient of 0.71, and in terms of validity, a correlation 
coefficient of 0.94 with the DSM-III criteria for pathological gambling. More recently, 
Stinchfield (2002) demonstrated reliability coefficients of 0.69 for general population samples 
and 0.86 for people accessing treatment for their gambling. The SOGS items can be viewed in 
Appendix B.
The fourth section of the questionnaire comprised the Dissociative Experiences Scale.
Dissociative Experiences Scale (Bernstein & Putman. 19861
The Dissociative Experiences Scale (DES) is the most widely used measurement tool 
for investigating dissociative experiences. It is a 28 item self-report measure enquiring about 
the frequency of dissociative experiences in the daily lives of those who complete the 
measure. Examples of the questions include “Some people have the experience of driving a 
car or riding in a bus or subway and suddenly realising that they don’t remember what has 
happened during all or part of the trip” and “Some people find evidence that they have done 
things that they do not remember doing”. Participants respond using an 11-point Likert scale 
from 0% of the time to 100% of the time in 10% increments. Responses are summed and 
averaged over the 28 items to obtain the level of dissociation experienced. It has been shown 
to have good test-retest reliability coefficients (e.g. 0.96, Frischholz et al., 1990) and good 
internal consistency coefficients (e.g. 0.83, Bernstein & Putman, 1986). It has also been 
shown to have good concurrent validity (e.g. coefficient of 0.92, Frischholz et al., 1990). See 
Appendix C.
Following the DES, participants were asked to respond to two satisfaction with life scales.
The first of which was developed by Diener et al. (1985).
The Satisfaction with Life Scale ISWLS. Diener et al.. 19851
The Satisfaction with Life Scale (SWLS) is a common tool for measuring an 
individual’s global satisfaction with life. It is a 5 item self report questionnaire which assesses 
an individual’s subjective perception of their life as a whole. The items are presented below. 
Responses are required on a 7 point Likert scale from “Strongly Disagree” through “Agree” to 
“Strongly Disagree”. It therefore measures life satisfaction whilst being free from culturally 
specific definitions and indeed people’s varying criteria for consideration of life satisfaction
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(Pavot & Diener, 1993). It has been demonstrated to have good internal consistency 
(Cronbach’s alpha of 0.79 to 0.89), and a test-retest reliability coefficient of 0.84, (Pavot & 
Diener, 1993).
The five items are:
In most ways my life is close to my ideal 
The conditions of my life are excellent 
I am satisfied with my life
So far I have gotten the important things I want in life 
If I could live my life over, I would change almost nothing
The 18 item Satisfaction With Life scale (Test et al.. 20051
This 18 item satisfaction with life scale was developed to investigate life satisfaction 
within four specific domains. How satisfied an individual is with their living situation (4 
items, e.g. “How much do you like the place where you live?”), their social relationships (6 
items, e.g. “Do you feel as close to your friends as you would like to be?”), their work 
situation (2 items, e.g. “How satisfied are you with the kind of work that you do?”) and their 
perceptions about themselves and their life (6 items, e.g. “How satisfied are you with yourself 
on the whole?”) are evaluated using a self-report questionnaire. Response options are on a 5 
point Likert scale from “not at all” scoring 0, to “a great deal” scoring 5. Scores within each 
domain are summed to obtain four domain specific satisfaction with life scores. This was 
validated for use with adults with mental illness. It has been demonstrated (Test et al., 2005) 
within this client group to have acceptable internal reliability (Cronbach’s alpha for each of 
the four domains respectively were 0.76,0.81,0.74 and 0.83). No data is yet available on its 
psychometric properties in relation to use in the general population. Some caution is therefore 
needed when interpreting the results in relation to this measure. See Appendix D for all items 
in this scale.
Procedure
An invitation (see Appendix E) was emailed to a number of email lists. Subscribers to these 
email lists would have received the invitation email. The email also requested individual 
recipients to forward the email to anyone (or any email list of subscribers) that they would 
care to. The email invitation included brief details of the study and provided a web link to 
click on. To increase participation individuals were offered the opportunity to enter their email
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address at the end of the study for entry into a draw (1®* prize of £100 and second prize of 
£50). Entering the prize draw was optional.
Once having clicked on the link, the email recipient would be taken to the web page hosting 
the questionnaire (www.fahs.surrey.ac.uk/survey/gambling). Here they were provided with 
full details of the study and advised that all responses would be anonymous (see Appendix F). 
They were advised that any email address entered for participation in the draw would not be 
linked to their data either. They were offered the opportunity to provide a unique code or 
phrase which they were advised to use when contacting the researcher should they 
subsequently later wish to withdraw their data retrospectively from the study.
They were then asked for their consent to participate. Once they had consented (by checking 
the “I agree” tick box option) they were taken to the first page of the questionnaire. To move 
from one page of the questionnaire to the next, responses to all questions on that page were 
required.
Once the final page of questions had been answered, they were thanked for their participation 
and reminded to check their email address following the proposed prize draw date. All pages 
of the questionnaire can be seen in Appendix G.
All data were collected automatically online using Sawtooth Technology. Sawtooth 
Technology is a software program that can be used to present questions and response options 
in a variety of formats on the webpage hosting the questionnaire. Once activated (when the 
participant visited the webpage) the software opened up a new data file which it then 
populated with the response options selected by the participant. The software recorded 
responses to all questions, including free-text boxes (for example for the “amount spent”, 
“currency”, “country”, “questions”), the binary responses (“Yes” or “No”) and the Likert 
scale responses. For the latter, the first item available on the scale would always be scored as
1. The other response options would then increment by 1 for every additional response option. 
For example, where “Strongly Agree” was the first response option for an individual question 
scoring 1, “Agree” would be given a value of 2, “Disagree” a value of 3 and “Strongly 
Disagree” a value of 4. The data file was downloaded into Microsoft Excel for correction of 
relevant reverse scored options and calculation of scale totals. It was then imported into SPSS 
for statistical analysis.
Ethical Issues
The issue relating to whether offering a monetary incentive in the form of a prize 
draw for entering into a study investigating gambling issues was considered. A large number 
of participants was desired. One way to increase participation was to offer some financial
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recompense. Due to a limited budget and the logistics of offering each participant a small 
direct financial incentive (which would be unlikely to be enough to increase participation and 
would reduce the anonymity of participants), it was decided to pool the money available into 
one of two prizes (£100 and £50). Additionally, participants were informed at the start (and 
reminded at the end) that entrance into the prize draw was optional. They could choose at the 
end of the study whether they wanted to be entered for the prize draw by opting in (by 
entering their email address).
Secondly, the issue of whether to allow only partial completion of each page of 
questions was considered. A balance had to be drawn between the desire to obtain a full set of 
data (with each participant providing a response to each question) and allowing participants to 
choose not to respond to any particular question. It was decided to design the questionnaire 
such that each question required some form of response. Should participants not wish to 
answer any particular question they were free to select the “Non Applicable” response option 
where appropriate or they could withdraw from the study by navigating away from the 
website.
Ethical approval was sought and received from the Faculty of Arts and Human 
Sciences Ethical Committee, University of Surrey (Appendix H).
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6,4.4, Results
To make sure that the sample of participants was representative of the general population in 
relation to gambling involvement, the first task was to examine to what extent the 
participants’ gambling behaviour was comparable with that reported in prevalence studies 
(section 1 below).
Secondly, the examination of the distributions of the DES and the satisfaction with life scales 
which was undertaken is presented in section 2. Once an appropriate transformation had been 
performed on the ‘non-normal’ variables the analysis of the data could commence.
The following section (3) then turns to examine the relationship between dissociation, life 
satisfaction and loss of control (as measured by the South Oaks Gambling Screen) in relation 
to the first hypothesis.
The hypothesis that participants scored as “probable pathological gamblers” would dissociate 
more and have lower life satisfaction was then examined in the following section (4), using a 
multivariate analysis of variance. Whether these groups differed in relation to the four 
specific life domains was also investigated here.
In the final section (5), the analysis turns to briefly explore how accurately the SOGS could 
predict whether someone actually is a pathological gambler (i.e. scores in the pathological 
range as measured by the DSM-IV criteria).
All reported power analyses were conducted using the G-Power software (Paul, 2008). 
Statistical analyses were conducted using the statistical software package SPSS for Windows 
Version 15.0.
1. Gambling involvement
To check whether the sample included people who gambled in various activities, at various 
frequencies and with various amounts of money, the gambling activity information was 
examined. Table 2 below provides information on participants’ gambling activities.
100 participants (29.3%) had not gambled in the last 12 months (n=71), or had never gambled 
(n=29). Of the remainder (n=340), 291 (66.1%) had gambled within the last 6 months and of 
those, 94 (21.3% of the sample) had gambled within the last week. See Table 2 below for this 
in detail. 215 (48.9% of the sample) gambled most often on lotteries and scratch cards. 40 
participants (9.1%) gambled on horse or dog racing (both on and off-course) whilst 46 
(10.5%) gambled on casino games and 37 (8.4%) on gaming machines (e.g. fruit machines).
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With few exceptions, as expected, participants generally spent the most money on the game 
they played most often.
In relation to gambling frequency over the last 12 months, 231 (52.5%) had gambled less than 
once a month, 124 (28.2%) had gambled between 1 and 9 times per month (between once a 
month and just over twice a week). 30 participants (6.8%) reported gambling more than 10 
times per month (16 of these in excess of 20 times per month, i.e. in excess of 5 times per 
week).
The mean amount spent over the last 12 months was £194.84 (SD=1107.27, median £18). 
However, 50% of participants (220) had gambled £16 or less over the last twelve months, 333 
participants (75.7%) spent £50 or less with 89.3% of the sample having spent £195 or less.
The remaining 10% of the sample (47 participants) spent between £200 and £15800. Where 
responses to the expenditure items were in a currency other than British Pound Sterling (21 
participants, 4.7% of the sample), they were converted into Sterling using the exchange rate as 
at 08.05.2008 provided online by www.google.co.uk. The conversion rates used are presented 
in Appendix I.
These percentages are similar to those reported in general population gambling prevalence 
studies (e.g. Wardle et al., 2007) and so one can have confidence in this sample being 
representative of the general population in relation to gambling involvement.
In relation to the prevalence of problematic gambling (as measured by the South Oaks 
Gambling Screen) 4.3% (19 participants, 2 female, 17 male) fulfilled enough criteria to be 
classified as “Probable Pathological Gamblers”. 43.4% (191 participants) were classified as 
having “Some Problem” and 52.3% (230 participants) were classified as having “No 
Problem” with their gambling behaviour.
The prevalence rates for pathological gambling (as per the DSM-IV) were that 96.6% (425 
participants) did not fiilfil enough DSM-IV criteria for a valid diagnosis, where as the 
remaining 3.4% (15 participants, 3 female, 12 male) had endorsed 5 or more DSM-IV criteria.
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No of 
Participants
Percentage 
of Sample
Length of time since last gamble
Never gambled 29 6.6
More than 12 months ago 71 16.1
In last 12 months 49 11.1
In last bmonths 98 22.3
Less than 1 month 99 22.5
Less than 1 week ago 64 14.5
Less than 1 day ago 30 6.8
Preferred Gambling Form
Never gambled 40 9.1
Horse/Dog racing (off course) 16 3.6
Horse/Dog racing (on course) 24 5.5
Gaming machines (e.g. fruit machines) 37 8.4
Sports (Motor sports, football etc) 26 5.9
Lottery 180 40.9
Scratch cards 35 8.0
Casino games 46 10.5
Bingo 12 2.7
Other 24 5.5
Gambling Form on which most money 
was spent
Non applicable 41 9.3
Horse/Dog racing (off course) 17 3.9
Horse/Dog racing (on course) 37 8.4
Gaming machines (fruit machines etc) 48 10.9
Sports (Motor sports, football etc) 21 4.8
Lottery 152 34.5
Scratch cards 28 6.4
Casino games 53 12.0
Bingo 15 3.4
Other 28 6.4
How often gambled over last 12 months
Non Applicable 55 12.5
Less than once a month 231 52.5
1-3 times per month 73 16.6
4-9 times per month 51 11.6
10-19 times per month 14 3.2
20+ times per month 16 3.6
Typical gambling episode length
Non Applicable 72 16.4
Less than 10 minutes 197 44.8
10-20 minutes 46 10.5
30 minutes to 1 hour 30 6.8
1-2 hours 40 9.1
2-4 hours 43 9.8
More than 4 hours 12 2.7
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2. Distribution characteristics
There are statistical tests which assess how normally distributed the data are (e.g.
Kolmogorov-Smimov). However, as Field (2006) argues, these tests become less accurate 
when sample sizes are large. Where sample sizes are greater than 200, one tends to get small 
standard errors, hence significant values are likely from even small deviations from normality. 
To assess normality in the data set, measures of skewness and kurtosis were therefore 
obtained along with visual exploration of the distribution for each of the variables using 
histogram plots.
Three variables were deemed to be non-normal in their distribution. The mean for the DSM- 
IV total number of criteria endorsed was 0.82 (SD=1.52). The distribution was highly skewed 
(skewness=2.75, SE=0.12) and had a kurtosis value of 8.97 (SE=0.23). The South Oaks 
Gambling Screen (SOGS) Total At Risk mean score was 1.00 (SD=1.69). The distribution of 
scores on this variable was also skewed and leptokurtic; (skewness=3.03, SE=0.12; 
kurtosis=12.08, SE=0.23). The Dissociative Experiences Scale (DES) average score was also 
skewed (skewness=2.23, SE=0.12; kurtosis=6.89, SE=0.23). Taking the natural logarithm 
(first adding a value of 1 to all scores to adjust for zero scores) resulted in essentially normal 
distributions for each of these three variables, see Table 3 below. The transformed scores were 
used in statistical comparisons.
Table 3. Transformed distribution characteristics for DSM-IV. SOGS and DES scores.
Transformed
Variable
N Mean Std. Dev Skewness Kurtosis
Statistic Std. Error Statistic Std. Error
DSM-IV total 440 .171 .250 1.286 .116 .725 .232
SOGS Total At 
Risk 440 .230 .256 1.061 .116 .506
.232
DES average 440 1.01 .351 .091 .116 -.172 .232
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3. The Relationship between Dissociation. Life Satisfaction and Loss of Control
To evaluate the hypothesis of there being a positive relationship between the level of 
dissociation (as measured by the Dissociative Experiences Scale, DES) and loss of control (as 
measured by the South Oaks Gambling Screen, SOGS), Pearson product-moment correlation 
coefficients were calculated. These were also calculated to assess the relationship between life 
satisfaction (as measured by both the Satisfaction With Life Scale, SWLS, and the four 
domains of the Satisfaction With Life, SWL) and loss of control and the level of dissociation. 
Due to the number of correlational analyses conducted a Bonferroni correction was used 
where the threshold for concluding significance (alpha level) was reduced to 0.005. The 
resulting correlation matrix is presented in Table 4 below. With the current data set, the 
Cronbach’s alpha was 0.766, representing acceptable to good internal reliability.
The Total At Risk score (of being a pathological gambler as measured by the SOGS) was 
positively correlated (i=0.243, p<0.01, power=0.999) with the level of dissociation 
experienced, supporting the first hypothesis. The more one experienced dissociative states the 
more they were at risk of losing control.
The Total At Risk score was also negatively correlated with all measures of satisfaction with 
life, supporting the second hypothesis. The effect size was smallest when considering the 
correlation between the Total At Risk score and the global measure of life satisfaction 
(SWLS). The effect size was only 0.083 (power = 0.540). This is arguably very small as it 
falls short of what Cohen (1988) would describe as a “small effect”. The correlation between 
the Total At Risk score and the satisfaction with work measure (SWL work, r= -0.130) was 
the second weakest correlation. Although a small effect size (Cohen, 1988) as there were a 
large number of participants, the power of this significance test was high at (1-p error 
probability)=0.865.
Furthermore, the dissociation score correlated significantly in the predicted direction with all 
measures of satisfaction with life. As satisfaction with life scores decreased the dissociative 
experiences scores increased. The third hypothesis was therefore supported. However, whilst 
all correlations were significant the effect sizes were small. The strongest correlation was 
between dissociation and the “self and present life” domain of the SWL, (r=-0.223, p<0.01, 
power= 0.992). The correlation between dissociation and “SWL living” was weak (i= -0.087) 
as was the correlation between dissociation and “SWL work” (r=-0.094). Although these 
correlations were statistically significant, the effect sizes were very small indicating that these 
dimensions shared little variability.
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4. Analysis of group difference Ibv SOGS category")
In order to explore the hypothesis that people who can be classed as “probable pathological 
gamblers” dissociate more than those who have some or no problem with their gambling 
behaviour and are less satisfied with life, a multivariate analysis of variance (MANOVA) was 
computed with one between-groups factor - participants were categorised on the basis of their 
SOGS scores. They were either categorised as having no problem with gambling (score of 
zero, 230 participants), some problem with gambling (score of between 1 and 4, 191 
participants) or as a probable pathological gambler (score of 5 or greater, 19 participants) in 
accordance with the standardised SOGS scoring (Lesieur et ah, 1987). The dependent 
variables were the Dissociative Experiences Scale (DES) score, the Satisfaction With Life 
Scale (SWLS) score, and the four sub-domains of the Satisfaction With Life (SWL) scale.
The following sub-sections detail differences observed between participants from each of the 
three SOGS (at risk) categories in relation to the level of dissociation and life satisfaction. The 
mean dissociation and life satisfaction scores for each SOGS category are presented in Table 5 
above.
4.1. Dissociation
There was a significant difference between the three SOGS categories (no problem 
with gambling, some problem, and probable pathological gambler), (f(2,439)=19.55, 
p<0.001). Follow up analysis using Games-Howell procedure (which takes account of unequal 
group sizes and unequal population variances. Field, 2006) revealed that people with no 
problem in respect of their gambling had significantly lower dissociation scores (mean of 
0.92, SD=0.33) than both “some problem” (mean of 1.10, SD=0.33, p<0.001) and “probable 
pathological” gamblers, (mean of 1.20, SD=0.48, p=0.046). The latter two groups did not 
differ significantly from each other. The second hypothesis that “probable pathological 
gamblers” dissociate to a greater extent than people who do not have a problem with their 
gambling was therefore supported.
4.2. Life Satisfaction
4.2.1 Global Life Satisfaction (SWLS)
The three types of gamblers (no problem, some problem and probable 
pathological gamblers as measured by the SOGS) did not differ significantly in relation to
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their satisfaction with life scores, (f(2,439)=L69, p=0.186). It would appear therefore that the 
fifth hypothesis that probable pathological gamblers would have significantly lower life 
satisfaction than people with no problem in respect of their gambling was therefore not 
supported. However, this may only be the case in relation to the measure of global life 
satisfaction. The following section provides the results in relation to the four specific life 
satisfaction domains.
4.2.2. Specific Life Satisfaction Domains (SWL)
In relation to the four specific life satisfaction domains, there were no 
significant differences between the three types of gamblers (no problem, some problem and 
probable pathological gambler) in respect of the “Self and Present Life” domain of Test et 
al.’s (2005) satisfaction with life scale; f(2,439)=2.53, p=0.081. Of the four domains of this 
scale, this specific domain correlated the most strongly with the global measure of life 
satisfaction (SWLS, r = 0.724, p<0.01). It was therefore not surprising that there were no 
differences between the three SOGS categories in respect of this domain.
There were, however, significant differences between the three groups of gamblers (no 
problem, some problem and probable pathological gambler) on the other three domains:
Living situation, f(2,439)=6.58, p=0.002. Social relationships, f(2,439)=4.73, p=0.009, and 
Work situation, f(2,439)=3.46, p=0.032. The means and standard deviations for these scores 
are presented in Table 5 above. Follow up analysis using Games-Howell procedure revealed 
that the mean Living situation score for non problem gamblers (2.72, SD=0.72) was 
significantly higher than for probable pathological gamblers (mean of 2.17, SD=0.73). 
Participants with some problem did not differ significantly in their satisfaction with their 
living situation from “no problem” or “probable pathological” gamblers.
The follow up analysis revealed that the largest differences in satisfaction with social 
relationship scores lay between non problem and pathological gamblers. The mean score for 
non problem gamblers (mean of 2.53, SD=0.73) was significantly higher than the probable 
pathological gamblers (mean of 2.01, SD=0.71, p<0.05). Probable pathological gamblers also 
differed significantly from those with some problem with their gambling behaviour (mean of 
2.521, SD=0.68,p<0.05).
Finally, in relation to their satisfaction with work, whilst non problem gamblers (mean of 
2.46, SD=.83) did not differ significantly from those with some problems with their gambling 
(mean of 2.25, SD=.83, p<0.05), they did differ significantly from probable pathological 
gamblers (mean of 2.21, SD=1.05). The third hypothesis that probable pathological gamblers 
would be less satisfied with their lives than non-problem gamblers was supported.
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5. Categorisation accuracy
An additional aim of the current investigation was to briefly explore whether the South Oaks 
Gambling Screen (SOGS) could accurately predict whether someone actually is a pathological 
gambler (as measured by the DSM-IV criteria). In other words, are “no problem” gamblers (as 
measured by the SOGS), indeed non pathological gamblers (as measured by the DSM-IV)? 
Furthermore are those who are classified as “probable pathological gamblers” those who 
endorse a sufficient number of DSM-IV criteria to warrant a formal diagnosis of pathological 
gambler?
To investigate this, two methods were employed. Firstly, this was explored visually in Figure 
1 below. Participants’ total SOGS score ranged from 0 to 13. The number of participants at 
each SOGS score endorsing a sufficient number of DSM-IV criteria for a diagnosis of 
pathological gambler is plotted (presented in black) along side the number of participants who 
were not diagnosable as pathological gamblers (presented in grey).
Following the standardised cut off score of 5 (and above) representing a probable pathological 
gambler, one can see how many participants there were scoring under 5 who did in fact 
endorse a sufficient number DSM-IV criteria. Likewise, one can also see the number of 
participants who were classified as probable pathological gambler who did not endorse a 
sufficient number of DSM-IV criteria for a pathological gambler diagnosis.
Looking at Figure 1 below, it can be seen that at every SOGS score (apart from the 
standardised cut off score of 5) one can be reasonably confident in the SOGS accurately 
predicting whether the individual is pathological or not. For people with scores of 4 and below 
one can be confident that the individual would not endorse a sufficient number of DSM-IV 
criteria to obtain a diagnosis. For all scores of 6 and above you can be quite confident that the 
individual does endorse enough criteria DSM-IV for a diagnosis. What is also clear (as can be 
seen in Figure 1) that in the current data set, no participants scoring 5 on the SOGS endorsed 
enough DSM-IV criteria for a diagnosis. This data set therefore suggests that rather than a cut 
off score of 5 (as per the SOGS standardisation), a cut off score of 6 would be best in 
differentiating between pathological and non-pathological gamblers.
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Figure 1. Bar chart of SOGS scores for participants with or without endorsing a sufficient 
number of DSM-IV criteria for a diagnosis of Pathological Gambler
The second method used here for exploring whether the SOGS categories (no problem, some 
problem and probable pathological gambler) are helpful and accurate in identifying 
pathological gamblers was to calculate the accuracy, false-positive and false-negative rates.
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DSM-IV diagnosis
SOGS score No Yes Totals
Less than 5 418 3 421
5 or greater 7 12 19
Totals 425 15 440
To do this, the percentage of pathological gamblers who were correctly identified as such by 
the SOGS was calculated, as was the percentage of people who were correctly identified as 
non-pathological. Table 6 above provides a breakdown of the number of people scoring less 
than 5 on the SOGS (non-pathological) and scoring 5 or greater (probable pathological 
gambler) along with the numbers of participants in each of these two groups who did and did 
not endorse a sufficient number of DSM-IV criteria for a diagnosis. Using these figures, the 
accuracy and false-positive and false-negative rates were calculated.
The percentage of people accurately identified as pathological gamblers was 80%
(12/15=0.8). The percentage of people accurately identified as non-pathological gamblers was 
98.4% (418/425=0.984).
It is also important to calculate the false positive (incorrectly identifying them as a 
pathological gambler when they are not) and false negative rates (incorrectly identifying them 
as non-pathological gambler when in fact they are). The false positive rate was high at 36.8% 
(7/19=0.368). The false negative rate was 0.7% (3/421=0.007).
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6.4.5. Discussion
This section will focus first on how the results from the current investigation relate to the 
hypotheses presented in the introduction. It will discuss the implications of these findings for 
our understanding of gambling behaviour, placing them in the context of the new guidelines 
for developing services. Finally, both an evaluation of the methodology employed in this 
investigation and suggestions for future research study are presented.
Firstly, it was hypothesised (Hi) that there would be a positive relationship between the extent 
to which someone loses control with their gambling and the level of dissociation experienced, 
and that there would be a negative relationship between loss of control and life satisfaction 
(H2), and a negative relationship between life satisfaction and the level of dissociation 
experienced (H 3). The analysis of these relationships revealed a significant and positive 
relationship between the level of dissociation and the loss of control, supporting the first 
hypothesis (Hi). The more someone reported experiencing dissociative states, the more they 
reported themselves as being at risk of losing control in relation to their gambling behaviour. 
The current analysis also revealed a significant and negative relationship between life 
satisfaction and loss of control, supporting the second hypothesis (H2). The more someone 
was at risk of losing control in their gambling behaviour, the lower their satisfaction with life. 
However, when interpreting these relationships some caution needs to be applied, as the effect 
sizes were arguably very small.
Of particular interest was that the level of dissociation experienced correlated significantly in 
the predicted direction with all measures of satisfaction with life. The more someone 
experienced dissociative states, the less satisfied they were with their lives, supporting the 
third hypothesis (H 3). This was true for the global measure of life satisfaction (the Satisfaction 
With Life Scale, Diener et al., 1985), as it was for each of the four sub-domains of the Test et 
al., (2005) satisfaction with life scale (SWL). Of note was that the effect sizes in relation to 
the relationships between dissociation and the “SWL living” and “SWL work” were very 
small indicating that these dimensions shared little variability.
These findings confirm that when one views loss of control in gambling behaviour on a 
continuum from low to high, some interesting relationships appear. In line with the 
developing literature around the importance of dissociation in gambling behaviour, (e.g. 
Brown, 1996; Diskin & Hodgins, 1999; Wyrme, 1994;) the more one has everyday 
dissociative experiences, the more one is likely to lose control. However, this part of the 
analysis involved investigating the correlations between these three variables. It is not
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possible to conclude that there is any causal link between them. Whilst it is not possible 
therefore to conclude from this that the extent to which someone dissociates causes the 
individual to lose control, and there may be other unmeasured factors which are important, 
these results do suggest that further exploration of the relationships between these variables 
should be explored.
The second aim was to investigate whether there were any differences between people 
classified as “probable pathological gamblers” and those who were not at risk of being 
pathological in their gambling in relation to dissociative experiences and satisfaction with life. 
This involves viewing gambling on less of a continuum and has previously been 
commonplace in the research literature (e.g. Anderson et al., 1984; Ladouceur et al., 1988; 
Grant & Kim, 2004). The fourth hypothesis (Hj) that those who are probable pathological 
gamblers dissociate to a higher degree from those that are not, was supported. Those who had 
no problem with their gambling behaviour, as measured by the South Oaks Gambling Screen 
(SOGS, Lesieur & Blume, 1987), dissociated significantly less than those who were classified 
as probable pathological gamblers, and indeed than those people who were classified as 
having some problem with their gambling behaviour. What was also interesting was that those 
with only some problem with their gambling behaviour did not dissociate differently to those 
who were classified as probable pathological gamblers. This suggests that once a certain level 
of problematic gambling is reached one is likely to dissociate to a similar degree to those 
people who have a lot of problems with their gambling behaviour. These results also fit well 
with the developing picture surrounding the importance of dissociation in gambling 
behaviour. Again without confirming causality, the picture that emerges is one where the 
extent to which someone becomes dissociated is important. Further exploration needs to be 
carried out to investigate how this dissociation plays a role. It is possible that individuals seek 
out dissociative experiences in order to cope with psychological distress, and use gambling as 
a means to an end. Alternatively, it may be the case that as people lose progressively more and 
more during their gambling episodes, the need to dissociate to increases.
Under the new guidelines for developing services for those who have developed problems 
with their gambling behaviour (as per the Gambling Act, 2005) the desire for (and experience 
of) dissociative states would need to be assessed and explored with the client. If gambling is 
serving a function for the individual in terms of taking them away (cognitively and 
emotionally) to some better place, not being aware of this may result in some other non- 
optimal behaviour fulfilling this function. If the need for dissociative experiences is no longer 
met through gambling behaviour due to a successful intervention strategy, it is possible that 
other routes to dissociative type experiences may be sought, in much the same way as other
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forms of symptom substitution have been discussed in the literature (e.g. with alcohol, 
Rosenthal, 2005; with substance abuse, compulsive buying and sex addiction, Lowinson et al., 
2006). For example, dissociative experiences have also been observed to play a role in relation 
to alcohol and binge eating (Baumeister, 1991).
In relation to the fifth hypothesis (H 5) that people who are probable pathological gamblers 
would be less satisfied with life than those who do not gamble to problematic levels the 
picture was less clear. When life satisfaction was measured using the most widely used 
satisfaction with life scale (SWLS, Diener et al., 1985), there were no observable differences. 
People who were classified as probable pathological gamblers did not report life satisfaction 
levels which were significantly different to those who had some problem or those who had no 
problem with their gambling behaviour. The lack of observable difference could be for three 
reasons. Firstly, that there really is no difference to be found (or that for those participants in 
this study, there was no difference to be found). In other words, people who gamble to 
problematic levels may enjoy their lives as much as people who do not gamble to such an 
extent. Their gambling involvement may add as much to their satisfaction with life as any 
other activity does for people who engage more in other activities, despite having problems 
related directly (e.g. unable to stop, losing more money than planned) and indirectly (e.g. 
losing relationships, employment) to their gambling. The excitement and potential for 
monetary gain may sufficiently outweigh these costs, in much the same way that gamblers can 
value the money they expect to win more than the money they lose (Hess & Diller, 1969). 
Secondly, it could be argued that those people who have problems with their gambling 
behaviour may be less inclined to admit that their life satisfaction is less than desired. One of 
the questions asked as part of the South Oaks Gambling Screen (Lesieur & Blume, 1987) and 
which also forms one part of the DSM-IV criteria, relates to whether people have lied about 
their gambling to fiiends or family. Lying about, or simply not accepting, the extent to which 
their gambling impacts on their lives may offer one explanation of why those people who 
were classified as probable pathological gamblers did not differ significantly from those 
gambling at less problematical levels. In postal surveys, or studies where anonymity of 
responses has potentially not been perceived (e.g. Griffiths, 1995), participants may have been 
keen to portray the image that gambling was not a problem for them, having a need to 
rationalise their behaviour in some way. However, in the current study, the researcher did as 
much as possible to ensure that participants knew that responses to the questionnaire items 
would be anonymous, hence encouraging as honest responses as possible. This suggests an 
alternative explanation to why there were no differences in global life satisfaction were 
observed between those problem and non-problem gamblers in the current study. This
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alternative could relate to the measure used (the SWLS) not being sensitive enough to the 
different areas in life that people can base their life satisfaction judgements on. Whilst the 
SWLS was designed (Diener et al., 1985) to allow participants to evaluate their life 
satisfaction on the basis of what was important and pertinent for themselves (which improves 
the comparability of the scale across countries and cultures, Diener et al., 1985), in using this 
scale, important life satisfaction areas might have been missed.
The third aim of the current investigation therefore involved the four sub-domains of Test et 
al.’s (2005) satisfaction with life scale (SWL). The analysis revealed that there were 
significant differences between probable pathological gamblers and those with some or no 
problem with their gambling behaviour with respect to three of the four sub-domains. For the 
“Self and Present Life” sub-domain, which correlated highly with the global measure of life 
satisfaction (SWLS) there were no differences between these groups. However, for each of the 
other three. Living situation. Work and Social Relationships, those who were probable 
pathological gamblers were significantly less satisfied with these areas of their lives than 
participants with no gambling related problems. The results here then partially supported the 
sixth and final hypothesis (He). Whilst no prediction was made in relation to which areas of 
life satisfaction probable pathological, some problem and no-problem gamblers would be 
most satisfied, it was interesting to note which areas participants reported having the least and 
most life satisfaction. For people who were classified as probable pathological gamblers the 
area in which they were least satisfied was in respect of their relationships with other people. 
Out of the four domains investigated in the current study, they were most satisfied with 
themselves and their present life (these elevated scores were therefore no different to those of 
‘no problem’ gamblers). For the other two groups of participants (those with some or no 
problem with their gambling behaviour) it was interesting to note that the areas of life in 
which they were most and least satisfied were the same. They were least satisfied in relation 
to their work situation and most satisfied with respect to their living situation. However, the 
probable pathological gamblers were the group who had the least satisfaction in their work 
situation overall. Hudak et al. (2005) found that it was job satisfaction which was the best 
predictor for whether those who had undertaken treatment had ‘recovered’ in that those who 
had the greatest job satisfaction were the best able to abstain from gambling. Combined with 
the current results, this suggests that having a certain degree of job satisfaction may serve as a 
protective factor, reducing, the likelihood of developing problems with gambling. Future 
studies could explore this concept further by investigating what it is about having satisfying 
employment which protects against developing gambling problems. There may be particular
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elements to this, for example, the level of stress associated with their employment (too much 
or too little) which may serve to increase the desire or experience of dissociative experiences. 
What is clear then is that a general measure of life satisfaction (e.g. SWLS, Diener et al.,
1985) may not be the most appropriate type of tool to measure life satisfaction with respect to 
gambling, not having enough sensitivity or specificity to identify particular areas of life 
satisfaction which may have a bearing on why the person gambles (and for those that lose 
control, why they continue to gamble despite systematic losses). This may explain why the 
sparse research to date on life satisfaction and gambling has not been conclusive. There is 
another potential reason why this has been the case. Winslow (2002) was unable to identify 
differences between the non-gamblers, non-problem (low frequency) and problem (high 
frequency) gamblers in his study. However, the fact that he investigated older adult gambling 
may be a reason in itself. Longitudinal studies across the lifespan have yet to be conducted. 
Clarke and Clarkson (2007) found that psychological distress was not associated with 
gambling in older adults, and that stimulation was one of the motivating factors for older 
adults to engage in gambling activities. It is entirely possible therefore, that the role that life 
satisfaction plays is not uniform across the lifespan. Future studies could explore further how 
this role changes as one gets older and what can be learned by differences in motivation and 
protective factors across the lifespan.
Valois et al. (2004) investigated life satisfaction in relation to risky behaviour (specifically, 
risky sexual behaviour). As gambling inherently involves taking risks as defined earlier, the 
current findings fit in with Valois et al.’s findings that risky behaviour is associated with 
lower, rather than higher, satisfaction with life, but in particular life satisfaction domains. 
Those who were at higher risk of being pathological gamblers in the current study were those 
who were less satisfied with their living situation, their work situation and their social 
relationships. This may offer an explanation of what previous authors (e.g. Griffiths, 1993, 
1995) would appear to be alluding to when reporting that high fi-equency (and problem) 
gamblers gamble as a form of escape. In this sense, gambling can be seen as a rational 
behaviour. If motivation for winning money was the sole reason, then gambling can clearly be 
seen as irrational (as the return on any financial risk is negative in the long term). However, if 
gambling serves to take people away from unpleasant surroundings (due to their living 
conditions, work situation or their immediate social network for example), it could constitute 
rational behaviour, as it serves a useful and perhaps protective function for the individual and 
their mood state. The view that gambling is fimctional (outside of the beliefs about possible 
financial gain) fits with what Scannell et al. (2000) reported, in that for their problem 
gamblers, going to an environment which offered opportunities to gamble was functional in
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that it helped avoid negative mood states. This also fits with the findings that high frequency 
gamblers tend be more susceptible to boredom (Dickerson et ah, 1987; Kuley & Jacobs, 1988) 
and seek out stimulating activities. The cognitive perspective as discussed earlier, reasons 
that gamblers continue to gamble due to holding erroneous beliefs about future outcomes.
The current findings suggest that whilst challenging these erroneous perceptions may well be 
helpfiil (e.g. Ladouceur et ah, 1989), what may also maintain gambling behaviour is the need 
to avoid boredom, negative mood states, or less than satisfying areas of their lives. In therapy 
therefore working with the client to explore issues other than their gambling involvement 
would seem to be a necessary part of any intervention.
In relation to the final aim of the current investigation, the exploration of the accuracy of the 
South Oaks Gambling Screen in classifying people as at risk of being pathological in their 
gambling behaviour, revealed some noteworthy issues.
The recommended cut off score of 5 (Lesieur & Blume, 1987) for indicating a probable 
pathological gambler should be questioned following these results. Here, all 4 of the 
participants who scored 5 on the SOGS would usually be classified as a probable pathological 
gambler. Here though, none of these participants endorsed a sufficient number of DSM-IV 
criteria to be diagnosed as having the disorder. Care must therefore be taken when using the 
SOGS to indicate level of pathology, particularly around this cut off score. However, whilst 
the current paper indicates that a score of 6 would be a better cut off score, the number of 
participants scoring in this range was very small. Therefore replication of this with a larger 
number of higher frequency gamblers would be beneficial.
The other noteworthy issue relating to the SOGS accuracy was that it had a high false positive 
rate (36.8%). Over one third of the people identified using the SOGS as probable pathological 
gamblers did not in fact endorse a sufficient number of DSM-IV criteria for a valid diagnosis. 
However, whilst these issues need to be addressed in further studies, the SOGS scale was 
good at identifying those who were pathological gamblers. In the current study, 80% of the 
probable pathological gamblers were in fact diagnosable as pathological gamblers; they had 
endorsed a sufficient number (5 or more) DSM-IV criteria. Likewise, the accuracy of the 
SOGS correctly identifying people not at risk of being pathological in their gambling was also 
very good. Over 98% of people who did not endorse a sufficient number of DSM-IV criteria 
were classified as people with no problem or some problem in respect of their gambling 
behaviour. Also, the rate at which false negatives occurred (i.e. where the SOGS classified 
someone as having no problem or some problem when in fact they fulfilled enough DSM-IV 
criteria for a diagnosis) was very small; less than 1% of the time.
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What this indicates is that fiirther evaluation of the SOGS measure needs to be conducted to 
explore the best cut off score and to reduce the false positive rate. This is particularly so, as 
since the scale’s development (which was based upon the DSM-III, APA, 1980), the APA 
have published new criteria in the DSM-IV (APA, 1994). Although the changes between the 
two DSM versions in respect of pathological gambling are not major, further exploration and 
perhaps adjustment of the SOGS tool is paramount. This is particularly so in the context of 
service development. As it is the most widely used screening tool available, it is possible that 
this will be the tool of choice when defining inclusion or exclusion criteria. Some caution 
therefore needs to be taken, particularly if it is used as an initial (or sole) screening tool, in the 
absence of a one-to-one with a trained professional. The recommendation would be that the 
inclusion or exclusion criteria not include the score achieved on the South Oaks Gambling 
Screen until fiirther exploration of the measure in relation to the DSM-IV criteria has taken 
place. Furthermore, the level of distress experienced due to an individual’s gambling 
behaviour would be better assessed through a one-to-one session with a trained professional. 
Rather than viewing gambling (and gambling related problems) as problematic or non­
problematic (as determined by a minimum number of criteria being endorsed), gambling and 
the associated problems can be positioned any where along the continuum fi*om low (with low 
risk of associated problems) to high (with a high risk of associated problems) frequency. As 
was explored earlier, the endorsement of even a single DSM-IV criteria would signal that the 
gambling behaviour has already lead to some degree of problem, which could benefit from 
some form of intervention and support, hi the erroneous perceptions literature it is unclear 
whether people hold erroneous beliefs and therefore gamble, or develop more erroneous 
beliefs through the experience of gambling. If the latter is more prominent, then the sooner 
one is able to access services the better. The more the erroneous beliefs get entrenched, the 
more likely it is to be harder to challenge and extinguish them in any therapy.
With respect to the issue about viewing gambling on a continuum from low to high frequency 
with the associated low to high risk (respectively) of problems; whilst this may be the best 
way to view gambling behaviour, in relation to the allocation of resources in developing 
services, the norm in service development is to establish inclusion and exclusion criteria. This 
paper illustrates that people’s problems do lie on a continuum from low to high. Any cut off 
score for access to services would seem rather arbitrary. A way of managing this within a 
resource limited service would need to be explored. If a tool such as the SOGS was used at 
assessment (or even pre-assessment) there will be likely to be a group of people who will have 
more than ‘no problem’ with their gambling behaviour but not severe enough problems to 
access services, at whatever the cut off score is applied. Hence there could easily be a group 
of people whose problems would not be addressed. In light of the research evidence to date, as
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problematic levels of play can develop over time, and the need to dissociate and to escape 
their everyday problems increases, early intervention would be paramount. The message to 
take from this is to not only assess the severity of the gambling problem as measured by the 
SOGS (or indeed the DSM-IV criteria) but also to assess the level of distress the gambling 
behaviour is causing the individual. As the “problem gambler” population is notoriously hard 
to engage in therapy (with high drop out rates being observed, e.g. Ladouceur et al., 1989) any 
signs of problematic gambling, irrespective of whether they fiilfil a particular classification, 
should be addressed (where possible) at an early stage. This would be in the interests of both 
the clients’ well-being and in terms of minimising the burden on limited service resources 
over the longer term. Investing in preventative strategies (e.g. educational programmes) may 
be one method by which the growth in the prevalence of pathological gambling may be 
slowed down.
In the context of limited resources it is understandable, however, that services have to 
stipulate inclusion and exclusion criteria. If a screening tool has to be used, one that is based 
on the DSM-IV criteria directly (e.g. Stinchfield et al., 2005) may be a more reliable tool as it 
taps directly into whether the problems related to gambling have reached the point where a 
diagnosis of pathological status has been reached. However, this DSM-IV scale has had very 
limited use in the literature to date. It may be that a questionnaire may not be the best way to 
assess the diagnosis of pathological gambling. A trained therapist may be better able to elicit 
information about the nature of the individual’s gambling behaviour which may be more 
informative as to whether any particular criteria is endorsed. Future studies could investigate 
this issue by comparing the two methods (using a questionnaire and an assessment conducted 
by a therapist) and see the extent of congruence between the two and the cost effectiveness of 
each can be estimated.
Whilst the current study revealed some interesting relationships, there were a number of 
methodological issues that need to be explored. The following section therefore discusses 
these issues whilst making suggestions for future research.
Methodological issues
There is an aspect that the current study failed to explore. In the context of the new directions 
explored earlier, that there appear to be both cognitive and affective changes that occur when 
someone is gambling, the general everyday experiences which the Dissociative Experiences 
Scale (Bernstein & Putman, 1986) asks about, may miss specific dissociative type states that
169
Major Research Project
may occur solely when within the gambling environment. For example, the notion that 
someone forgets the time whilst gambling, is oblivious to the amount of money actually spent, 
or that they have spent far more than they wanted to without having noticed, would appear to 
fit the criteria of some shift in cognition or some narrowing of attention which is characteristic 
of a dissociative experience (Kihlstrom et ah, 1994). Further investigation could develop the 
measure of dissociation, in particular with respect to the specific experience of dissociation 
within the gambling context. Future research could also evaluate the level of dissociation 
experienced whilst processing gambling options, with measures taken much closer to the 
gambling experience itself. This would tease out whether for example, higher frequency 
gamblers were actually worse in their judgements of the amount of time that has passed in that 
gambling episode.
There were a large number of people who visited the website but who did not complete the 
questionnaire. The majority (82) of these 141 participants had only clicked on the link and had 
not read past the first of the information pages. The remainder (59) had completed the 
questionnaire to varying degrees. This ranged from having read the information pages to 
filling in fi'om one to five screens worth of questions. One could argue that people who did 
not perceive themselves to be gamblers may have discontinued (withdrawn) more than those 
who perceived themselves to be more regular gamblers, given that the first parts of the 
questionnaire asked questions about gambling frequency and beliefs. One may also argue that 
this resulted in a response bias in that very low frequency gamblers were not, on the whole, 
participants in the study. However, two points address this issue. Firstly, there were indeed a 
large number of people who gambled at very low frequencies (e.g. only occasionally 
purchasing a lottery ticket). Secondly, even if there was a bias in responding participants, in 
line with current thinking that we should view gambling behaviour on a continuum from low 
to high fi'cquencies, it is unlikely to have made a difference to the correlational results. This is 
because this study was interested in the relationship between the variables under investigation, 
exploring in what way the scores on each varied in relation to each other. As a range along the 
continuum of low to high frequency gamblers was achieved within the sample this was 
possible. There was however one area in which participants withdrawing in the early parts of 
the questionnaire would have an impact. If the majority of the people withdrawing in the early 
stages of the questionnaire were indeed those who did not gamble, the prevalence rates of 
pathological gambling (as measured by the DSM-IV) and loss of control (as measured by the 
SOGS) would be elevated. This was indeed the case. The prevalence rate for the general 
population in 2007 was reported to be 0.6% of the population (Wardle et al., 2007). Here, the 
percentage of participants fulfilling a sufficient number of criteria for a diagnosis of
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pathological gambler to apply was 3.4%. This is a marked increase. This could be due to 
some (or all) of those who discontinued being non-gamblers (who would not fulfil enough 
DSM-IV criteria). The fact that it was not possible to include these participants in the analyses 
would necessarily increase the proportion of people who did fulfil a sufficient number of 
DSM-IV in the remaining participants. However, even if all these 141 participants were 
assumed to be non-gamblers (and therefore non-pathological), the percentage of people who 
endorsed a sufficient number of DSM-IV would only fall 0.8% to 2.6%. This is still markedly 
higher than recent prevalence studies. Furthermore, of those who discontinued (or hadn’t even 
started responding to any questions), it is entirely possible that they returned at another point 
in time and completed the questionnaire.
However, there are two possible reasons for the apparent marked increase in prevalence rate. 
Firstly it is possible (as noted above) that the methodology (using a questionnaire) is not the 
most reliable method in identifying pathological status. Secondly, the elevated prevalence 
rates may actually be a true reflection. It is entirely possible that the growth in the prevalence 
of pathological gambling may be a direct result of the growth in the gambling industry 
following the governmental reforms in relation to industry advertising, taxation, licensing and 
availability and access to gambling opportunities. The Gambling Act (2005) outlined these 
reforms for gambling industry growth over the period 2004 to 2008. In the context of these 
reforms, the results of prevalence studies may only be accurate for a very limited period of 
time. Therefore, an exploration of how the prevalence of high frequency and problematic 
gambling change over time should be carried out on a regular basis to monitor the effects of 
these reforms.
This study offered a financial incentive to participate. Two prizes were on offer. The first 
participant drawn won £100, the second won £50. One problem of providing a monetary 
incentive to participate in the study was that it may have increased the likelihood that some 
people took part in the study purely for a chance to win one of the available monetary prizes. 
Hence there may have been some spurious data. There was no way of preventing this from 
occurring, and if this had occurred, no way of identifying exactly which participants this 
related to. However, with this in mind, the 26 participants who had completed the study in less 
than 10 minutes were excluded from the analysis. As mentioned earlier, the questionnaire was 
long. Based on average reading speeds (e.g. reported to be between 200 to 250 words per 
minute in non-technical material. Just & Carpenter, 1986) just to read the question items 
would have taken an average of over 11 minutes. On top of this time, the participant would 
also have to read the response options, choose an appropriate response, then use the mouse to 
select their response, all of which would take additional time. There were some participants
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(of those 26 who completed it in less than 10 minutes) who completed the questionnaire in 
less than 4 minutes. A decision was taken to exclude the data from these 26 participants from 
the data analysis. It is possible that there were other participants not excluded from the 
analysis who did not complete the questionnaire responsibly.
Another problem with this methodology was that participants with multiple email addresses 
could take part more than once. There was no way of telling whether someone had started the 
questionnaire again immediately on completing it the first time or indeed returned another 
time or day to partake to increase their chances of winning the prize draw. It is therefore 
possible that a small number of people entered more than one set of responses. One way of 
preventing this occurring in future studies would be to allocate eveiy participant a unique 
code, which they would then enter when participating. However, this would involve having 
some direct contact with the participant before they participated. This approach could reduce 
the perception of anonymity of responding. Here then there is a balance to be drawn between 
the degree of anonymity (resulting potentially in a higher number of participants and honest 
responding) versus the possibility that a number of participants may be responding spuriously 
or several times.
A further word of caution in interpreting the results of this study stems from the finding that 
there was some variability in responses to the gambling involvement questions. Some of the 
questions had a “Never gambled” response option. It should follow that if someone responded 
with this option on one question, they would also respond with this option on other gambling 
involvement questions which had this option as an available response. Unfortunately, this was 
not entirely consistent. For example, 29 participants responded “Never gambled” to the 
question relating to the length of time since they had last gambled. However, for the question 
asking what the participants’ preferred gambling form was, 40 people chose the “Never 
gambled” response. This finding lends support to the idea that there were some participants 
who entered their responses somewhat spuriously. Unfortunately, it was not possible to 
identify which (if any) participants this related to.
In the current study, it was not possible to make reliable comparisons between the male and 
female participants. There were only 2 female participants who scored high enough to be 
within the “probable pathological gambler” range (5 or more on the SOGS) and only 3 female 
participants who endorsed enough DSM-IV criteria for a diagnosis of pathological gambler. It 
has been reported elsewhere (e.g. Hand, 1992; Wardle et al., 2007) that the prevalence rate of 
gambling pathology is higher among male gamblers. This was also found here in that of the
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226 maies, 17 (7.5%) were probable pathological gamblers whilst of the 381 female 
participants only 2 (0.5%) scored within the same range. Similarly, in relation to the DSM-IV 
criteria, 12 males (5.3%) compared to only 3 females (0.8%) were pathological gamblers. As 
there are more female than male gamblers who play bingo for example (Wardle et al., 2007), 
to increase the number of very high and potentially pathological female gamblers, future 
studies may benefit from additionally recruiting people specifically from gambling venues 
such as bingo halls. More reliable comparisons between the variables measured in the current 
study in relation to differences between male and female participants may then be possible.
This study was exploratory in respect of the issue of life satisfaction domains. Whilst there 
were some interesting differences appearing, there are two important issues regarding the 
choice of the Satisfaction With Life scale (SWL, Test et al., 2005). Firstly, and perhaps most 
importantly, the scale has not yet been validated for use with the general population.
Secondly, there may be other and more pertinent life satisfaction domains which are relevant 
which the SWL does not investigate. The exploratory nature of this study in this regard must 
therefore be emphasised. One must be cautious in extrapolating the results in relation to the 
specific life satisfaction domains to the general population. Future research should first focus 
on validating the use of this scale with this population. Secondly, fiirther studies should be 
carried out to explore what other areas of life satisfaction may be relevant in gambling. It may 
be that within each of the domains investigated here, there may be particularly pertinent 
issues. For example, within the satisfaction with the work situation, factors such as financial 
compensation, flexibility of working hours, relationship with managers and other colleagues, 
may be more or less pertinent to the satisfaction domain and to the individual’s gambling 
behaviour than other factors. It is only with this further exploration that the understanding of 
the role of life satisfaction in gambling can be developed.
Conclusion
This was the first study to investigate and demonstrate the relationships between the level of 
dissociation, life satisfaction and loss of control in gambling. The precise role that dissociation 
and life satisfaction play needs to be explored further to tease out the causal relationships 
between these factors whilst overcoming some of the methodological issues explored. There is 
a substantial amount of research that needs to be done, including exploration of the 
assessment tools used, if services are to be in a position to develop specific services for those 
who develop problems with their gambling behaviour.
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6.5.7. Appendices
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Appendix A -  Criteria for a diagnosis o f Pathological Gambler (DSM-IV, A.P.A., 1994)
A. Persistent and recurrent maladaptive gambling behaviour as indicated by five (or more) of 
the following:
1. is preoccupied with gambling (e.g. preoccupied with reliving past gambling 
experiences, handicapping or planning the next venture, or thinking of ways to get 
money with which to gamble)
2. needs to gamble with increasing amounts of money in order to achieve the desired 
excitement
3. has repeated unsuccessfiil efforts to control, cut back, or stop gambling
4. is restless or irritable when attempting to cut down or stop gambling
5. gambles as a way of escaping fi'om problems or of relieving a dysphoric mood (e.g. 
feelings of helplessness, guilt, anxiety, depression)
6. after losing money gambling, often returns another day to get even (“chasing” one’s 
losses)
7. lies to family members, therapist, or others to conceal the extent of involvement with 
gambling
8. has committed illegal acts such as forgery, firaud, theft, or embezzlement to finance 
gambling
9. has j eopardized or lost a significant relationship, j oh, or educational or career 
opportunity because of gambling
10. relies on others to provide money to relieve a desperate financial situation caused by 
gambling
B. The gambling behaviour is not better accounted for by a Manic Episode.
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Appendix B -  South Oaks Gambling Screen (Lesieur & Blume, 1987)
(Questions 1-3 are not scored)
1. Please indicate which of the following types of gambling you have done in your lifetime. For 
each type, mark one answer: “Not at All,” “Less than Once a Week,” or “Once a Week or 
More.”
a. Played cards for money
b. Bet on horses, dogs, or other animals (at OTB, the track or with a bookie
c. Bet on sport (parlay cards, with bookie at Jai Alai)
d. Played dice games, including craps, over and under or other dice games
e. Went to casinos (legal or otherwise)
f. Played the numbers or bet on lotteries
g. Played bingo
h. Played the stock and/or commodities market
i. Played slot machines, poker machines, or other gambling machines
j. Bowled, shot pool, played golf, or some other game of skill for money 
k. Played pull tabs or “paper” games other than lotteries
1. Some form of gambling not listed above (please specify:___________ __________
2. What is the largest amount of money you have ever gambled with on any one-day?
 Never gambled
 More than $100.00 up to $1,000.00
 $ 1.00 or less
 More than $1,000.00 up to $10,000.00
More than $1.00 up to $10.00 
_ More than $10,000.00 
More than $10.00 up to $100.00
3. Check which of the following people in your life has (or had) a gambling problem.
______ Father
______ Mother
______ Brother/Sister
______ My Spouse/Partner
______ My Child(ren)
______ Another Relative
______ A Friend or Someone Important in My Life
4. When you gamble, how often do you go back another day to win back money you have lost? 
_______ Never
______ Most of the Times I Lose
_______ Some of the Time
______ Every Time I Lose
(less than half the time I lose)
5. Have you ever claimed to be winning money gambling, but weren’t really? In fact, you lost? 
_______ Never
_______ Yes, less than half the time I lost
_______ Yes, most of the time
6. Do you feel you have ever had a problem with betting or money gambling?
_______ No ' Yes_________ Yes, in the past, but not now
7. Did you ever gamble more than you intended to?
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Yes No
8. Have people criticized your betting or told you that you had a problem, regardless of whether or 
not you thought it was true?
 Yes_____No
9. Have you ever felt guilty about the way you gamble, or what happens when you gamble?
 Yes_____No
10. Have you ever felt like you would like to stop betting money on gambling, but didn’t think you 
could?
 Yes_____No
11. Have you ever hidden betting slips, lottery tickets, gambling money, lOUs, or other signs of 
betting or gambling from your spouse, children or other important people in your life?
 Yes No
12. Have you ever argued with people you live with over how you handle money?
 Yes_____No
13. (Ifyou answered “Yes" to question 12) Have money arguments ever centred on your 
gambling?
 Yes_____No
14. Have you ever borrowed from someone and not paid them back as a result of your gambling? 
 Yes_____No
15. Have you ever lost time from work (or school) due to betting money or gambling?
 Yes  No
16. If you borrowed money to gamble or to pay gambling debts, who or where did you borrow 
from (check “Yes ’’ or “No "for each):
a. From household money
 Yes_____No
b. From your spouse
 Yes_____No
c. From other relatives or in-laws
 Yes_____No
d. From banks, loan companies, or credit unions
 Yes_____No
e. From credit cards
 Yes_____No
f. From loan sharks
 Yes_____No
g. You cashed in stocks, bonds or other securities
 Yes_____No
h. You sold personal or family property
Yes No
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i. You borrowed on your checking accounts (passed bad checks) 
 Yes   No
j. You have (had) a credit line with a bookie 
 Yes No
k. You have (had) a credit line with a casino 
Yes No
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Appendix C -  Dissociative Experiences Scale (Bernstein & Putman, 1986)
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The following questions are about experiences that you may have in your daily life. 
Please answer the questions as to how often you have these experiences by clicking on 
the option which corresponds to the percentage of time you have the experience. The 
scale covers Never (0%) to Always (100%) in 10% increments.
1. Some people have the experience of driving or riding in a car or bus or subway and 
suddenly realizing that they don't remember what has happened during all or part of 
the trip.
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Never Always
2. Some people find that sometimes they are listening to someone talk and they 
suddenly realize that they did not hear part or all of what was said.
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Never Always
3. Some people have the experience of finding themselves in a place and having no 
idea how they got there.
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Never Always
4. Some people have the experience of finding themselves dressed in clothes that they 
don't remember putting on.
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Never Always
5. Some people have the experience of finding new things among their belongings that 
they do not remember buying.
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Never Always
6. Some people sometimes find that they are approached by people that they do not 
know who call them by another name or insist that they have met them before.
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Never Always
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7. Some people sometimes have the experience of feeling as though they are standing 
next to themselves or watching themselves do something and they actually see 
themselves as if they were looking at another person.
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Never Always
8. Some people are told that they sometimes do not recognize friends or family 
members.
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Never Always
9. Some people find that they have no memory for some important events in their lives 
(for example, a wedding or graduation).
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Never Always
10. Some people have the experience of being accused of lying when they do not think 
that they have lied.
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Never Always
11. Some people have the experience of looking in a mirror and not recognizing 
themselves.
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Never Always
12. Some people have the experience of feeling that other people, objects, and the 
world around them are not real.
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Never Always
13. Some people have the experience of feeling that their body does not seem to 
belong to them.
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Never Always
14. Some people have the experience of sometimes remembering a past event so 
vividly that they feel as if they were reliving that event.
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Never Always
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15. Some people have the experience of not being sure whether things that they 
remember happening really did happen or whether they just dreamed them.
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Never Always
16. Some people have the experience of being in a familiar place but finding it strange 
and unfamiliar.
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Never Always
17. Some people find that when they are watching television or a movie they become 
so absorbed in the story that they are unaware of other events happening around them.
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Never Always
18. Some people find that they become so involved in a fantasy or daydream that it 
feels as though it were really happening to them.
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Never Always
19. Some people find that they sometimes are able to ignore pain.
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Never Always
20. Some people find that that they sometimes sit staring off into space, thinking of 
nothing, and are not aware of the passage of time.
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Never Always
21. Some people sometimes find that when they are alone they talk out loud to 
themselves.
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Never Always
22. Some people find that in one situation they may act so differently compared with 
another situation that they feel almost as if they were two different people.
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Never Always
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23. Some people sometimes find that in certain situations they are able to do things 
with amazing case and spontaneity that would usually be difficult for them (for 
example, sports, work, social situations, etc.).
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Never Always
24. Some people sometimes find that they cannot remember whether they have done 
something or have just thought about doing that this (for example, not knowing 
whether they have just mailed a letter or have just thought about mailing it).
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Never Always
25. Some people find evidence that they have done things that they do not remember 
doing.
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Never Always
26. Some people sometimes find writings, drawings, or notes among their belongings 
that they must have done but cannot remember doing.
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Never Always
27. Some people sometimes find that they hear voices inside their head that tell them 
to do things or comment on things that they are doing.
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Never Always
28. Some people sometimes feel as if they are looking at the world through a fog so 
that people and objects appear far away or unclear.
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Never Always
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Appendix D -  Satisfaction with Life scale (Test et al, 2005)
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Items are responded to on a 5 point Likert scale: 
not at all 
very little 
average or OK 
a lot
a great deal
1. How much do you like the place where you live?
2. How satisfied are you with the amount of privacy you have in your current living situation?
3. How satisfied are you with the amount of space you have in your current living situation?
4. How much do you like the food you usually eat?
5. How satisfied are you with the way you spend your evenings and weekends?
6. How satisfied are you with the number of fiiends you have?
7. Do you feel as close to your fiiends as you would like to be?
8. How satisfied are you with the kind and amount of contact you have with the opposite sex?
9. How satisfied are you with your current social life?
10. How satisfied are you with the kinds of relationships you have with members of your 
family?
11. How satisfied are you with the way you spend your days?
12. How satisfied are you with the kind of work that you do?
13. Do you feel that you are working as much as you would like?
14. How satisfied are you with your current psychological condition?
15. How satisfied are you with your present life?
16. How satisfied are you with yourself on the whole?
17. Do you feel you get as much enjoyment from life as most people do?
18. Do you feel that you have as much freedom as you want?
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Appendix E -  Invitation to participate
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Do you fancy a chance to win the first prize o f £100 or second prize o f £50 ?
I am trying to recruit as many people as possible for a study about gambling behaviour 
and beliefs.
I would really appreciate it if  you could spare the time to complete the questionnaire 
by following the web link below.
If you participate, you can enter a prize draw. The first participant drawn from a hat 
will win £100. The second participant drawn will win £50.
Taking part only involves clicking on the link below and filling in the questionnaire 
online.
http://www.fahs.surrev.ac.uk/survev/gambling/
If you know of anybody else who might be interested in filling this in, please email it 
to them -  fiiends, family, colleagues, email lists (please check with the email list 
administrator first).
Further information is available by following the link above.
Many thanks,
Tony
Dr Antony Laurie. 
a.laurie@surrey.ac.uk
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Appendix F -  Information given to participants and consent form
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SURREY
T h a n k  y o u  f o r  v i s i t i n g  t h i s  o n l i n e  q u e s t i o n n a i r e .  All w i l i i n g  p a r t i c i p a n t s  wil l 
b e  e n t e r e d  i n t o  a  p r i z e  d r a w  ( i s t  P r i z e  o f  £ 1 0 0 ,  2 n d  P r i z e  o f  £ 5 0 ) .  A n  
i n d e p e n d e n t  s t a f f  m e m b e r  o f  t h e  F a c u l t y  o f  A r t s  a n d  H u m a n  S c i e n c e s ,  
U n i v e r s i t y  o f  S u r r e y ,  G u i l d f o r d ,  S u r r e y ,  UK, w i l l  m a k e  t h e  d r a w  o n  M o n d a y  
1 6 t h  J u n e  2 0 0 8 ,
SURREY
T h e  q u e s t i o n n a i r e  f o r m s  p a r t  o f  t h e  r e s e a r c h  e l e m e n t  t o  t h e  U n i v e r s i t y  o f  
S u r r e y ' s  C l i n i c a l  P s y c h o l o g y  d o c t o r a l  t r a i n i n g  r e q u i r e m e n t s .  T h e  
q u e s t i o n n a i r e  i s  i n v e s t i g a t i n g  g a m b l i n g  a c t i v i t i e s ,  e x p e r i e n c e s ,  a l t i t u d e s  
a n d  b e l i e f s .  T h e r e  a r e  a l s o  s o m e  q u e s t i o n s  t h a t  a r e  n o t  s p e c i f i c a l l y  r e l a t e d  
t o  g a m b l i n g .  T h e s e  i t e m s  a s k  a b o u t  g e n e r a l  e x p e r i e n c e s  a n d  l i f e  
s a t i s f a c t i o n .  T h r o u g h o u t  t h e  q u e s t i o n n a i r e  t h e r e  a r e  n o  r i g h t  o r  w r o n g  
answers. E v e n  if  y o u  h a v e  n e v e r  g a m b l e d  I a m  s t i l l  i n t e r e s t e d  In y o u r  
r e s p o n s e s  t o  t h e  o t h e r  i t e m s .  I ' m  I n t e r e s t e d  i n  y o u r  I m m e d i a t e  r e s p o n s e ,  s o  
p l e a s e  d o n ' t  p o n d e r  t o o  l o n g  o n  a n y  q u e s t i o n ,  a n d  p l e a s e  d o  n o t  u s e  t h e  
b u t t o n  t o  c h a n g e - ' a n y , p r e v i o u s  r e s p o n s e .
N e x t
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&  fURREY
I f  y o u  h a v e  a n y  q u e s t i o n s  t h a t  y o u  w o u l d  l i k e  t o  a s k  b e f o r e  p a r t i c i p a t i n g ,  
p l e a s e  e m a i l  n i e  a t  a  . 3u r i e ' ' T s u r r r v . a c . t . k . Y ou  m a y  s t o p  p a r t i c i p a t i n g  i n  t h e  
s t u d y  a t  a n y  t i m e .  S h o u l d  p a r t i c i p a t i n g  In  t h i s  q u e s t i o n n a i r e  s t u d y  r a i s e  a n y  
c o n c e r n s  f o r  y o u ,  p l e a s e  c o n t a c t  m e  o n  t h e  e m a i l  a d d r e s s  a b o v e ,  o r  c o n t a c t  
y o u r  G . P .  for. f u r t h e r  s u p p o r t .  S h o u l d  y o u  s u b s e q u e n t l y  d e c i d e  t h a t  y o u  w i s h  
t o  w i t h d r a w  y o u r  r e s p o n s e s  f o r  a n y  r e a s o n ,  p l e a s e  c o n t a c t  m e  a n d  I  w i l l  
r e m o v e  y o u r  r e s p o n s e s  f r o m  t h e  d a t a  s e t .  T o  m a k e  t h i s  p o s s i b l e ,  p l e a s e  
t h e r e f o r e  p r o v i d e  a n d  r e m e m b e r  a  u n i q u e  p h r a s e  o r  n u m b e r  c o d e  t h a t  c a n  
b e  u s e d  t o  i d e n t i f y  a n d  w i t h d r a w  y o u r  d a t a  i f  n e c e s s a r y .
I h a v e  r e a d  t h e  a b o v e  I n f o r m a t i o n  a n d  a g r e e  t o  p a r t i c i p a t e  i n  t h i s  s t u d y ;  
O  C o n f i r m  a n d  C o n t i n u e  
O  C a n c e l
fioxt
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Appendix G -  AU questions in questionnaire.
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UNIVERSITY OK
SURREY
i\: YoU: m ^ lé  <j*r fem a le?
2. How o ld  a r e  y o u ?
r  L e s s  th a n  2 0  r  3 0  to  3 9  
r  20 to 29 £"40 to 49
3. Are you: .
( '  Em ployed  Full Time  
r  E m ployed  Part Time  
C  S e lf -E m ployed  Full T im e  
r  S e l f -E m p lo y ed  Part Time  
r- U n e m p lo y e d  
r  U n d e r g r a d u a te  S t u d e n t  
r  P o s t - G r a d u a t e  S t u d e n t
r  5 0  to  5 9  
r  60 to 69
# # o r e  t h a n  7 0
4 .Y /hat  N a t io n a l i ty  a r e  you?
5.V/hat Is your Native language? I  ^ ..... ..........................
6 ; W hat country  are  you  c o m p le t in g  th is  q u e s t io n n a ir e  from?:
: ' Next ■ I
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1 :y o ü  c ü r r e  n t l  y  g a m  b i e ?  
C  Y e s  
O  N o
2 ,  V»'hen w a s  t h e  l a s t  t i m e  y o u  g a m b l e d  ( p l a c e d  a  b e t ,  b o u g h t  a l o t t e r y  t i c k e t  e t c ) ?  
C  L e s s  t h a n  1 d a y  a g o
C  L e s s  t h a n  1 w e e k  a g o
G  L e s s  t h a n  1 m o n t h
C  : Î n  I a  S t  6 m  o n  t h s
C  I n  l a s t  1 2  m o n t h s
C  M o r e  t h a n  1 2  m o n t h s  a g o
O  N o n  A p p l i c a b l e .
3  W h i c h  
IS t h e  
f o t m  o f  
g a m b l i n g  
i  o il  t a  I e 
p a r t  in  
m o s t  
o f t e n ?
4 .  W h i c h  
IS t h e  
f o r m  
t h a t  y o u  
h a v e  
s p e n t  
t h e  m o s t  money 
o n ?
G a m i n g  S p o r t s  
m a c h i n e s  ( Mot o r  
H o r s e / D o g  H o r s e / D o g  ( f r u i t  s p o r t s ,
r a c i n g  ( o h  r a c i n g  ( o n  m a c h i n e s  f o o t ba l l  
c o u r s e )  c o u r s e )  e t c )  ' e t c )
S c r a t c h  C a s i n o  
Lo t t e r y  c a r d s  g a m e s  Bi ngo  O t h e r  N/A
5 ,  O v e r  t h e  l a s t  1 2  m o n t h s ,  o n  a v e r a g e ,  h o w  o f t e n  h a v e  y o u .  g a m b l e d ?
r  2 0 +  t i m e s  p e r  m o n t h  r  '* -9  ^ ' m e s  p e r  L e s s ^ t h a n  o n c e  a
m o n t h  m o n t h
Ç 1 0 - 1 9  t i m e s  p e r  
■ month
1 - 3  t i m e s  p e r  
m o n t h
C  N o n  A p p l i c a b l e
S a .  O v e r  t h e  l a s t  1 2  m o n t h s ,  a p p r o x i m a t e l y  h o w  m u c h  m o n e y  h a v e  y o u  s p e n t  
• g a m b l i n g ?  ( p l e a s e  i n d i c a t e  y o u r  c u r r e n c y )
E n t e r  V a l u e
Enter Cufrency:
6 ,  H o w  l o n g  IS y o u r  t y p i c a l  g a m b l i n g  e p i s o d e ?  
G  M o r e  t h a n  4  h o u r s  
Cy 2 - 4  h o u r s  
O  1 - 2  h o u r s  
r  3 0  m i n u t e s  t o  1 h o u r  
C  1 0  -. 2 0 . m i n u t e s
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G Less than 10 minutes 
C Non Applicable
7, Oh average, how much do you spend per session? (in your currency)
8. Have you ever sought or thought of seeking help for your gambling behaviour? 
C Yes
C  No
9. Was there any time when the amount you were gambling made you nervous?
C Yes
C No
10. Have you ever gambled until all your spare cash had gone?
Y e;
G No
11. After losing, do you spend more money to try to make up for your losses?  
G No 
C  Yes
12. Dp you ever get into debt as a result of your gambling? 
C No
G Yes
13. Have you borrowed money to gamble or pay gambling debts? 
G Yes 
G No
14. Do you find you gamble for longer than you intended?
G No
G Yes
15. Do you ever gamble more money than you intended to? 
G Yes
G No
Next
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P le a se  respond to  th e  fo llow in g  item s by c lick ing  on th e  op tion  th a t b e st  
d e sc r ib e s  th e  w a y  you  fe e l .
16. Gambling makes me feel really alive.
17. Som etim es I forget about the time when I am gambling.
O ®  Disagree O A g r «  S ™ '
18. I g e t  a real buzz that  lifts me when I gam ble.
*  «  <5 A g r é a  0 ~ V
19. Whilst gambling I feel I'm free,  able to do and c h o o se  what I like.
Om aagree C Agree
2 0 .  I feel less s tr e s se d  when I garhble.
C A g r e e  C c a g r e e  O
21. Whilst i'm in the gambling environment, Ï usually don't notice what other  
people  are up to.
e .A g r«  c:btaagree Q
22. As sOon as I start gambling I feel different to how I did before,
« a i  e D . s a g r a a  A Agree
2 3 .  1 like gambling because  it he lps me to Torget :raÿ everyday problems,  
O o S a g ? ^  G A g r ee
24.  If I have not won any bets  for a while, I am probably due for a big win,
G  b l . a g r e e  G  A g r e e  ©
25.  I know when I'm on a streak.
C G A g r e e  C  Disagree o
26. It is important to feel confident when I'm gambling.
O  b ' g g ? ^  G o i e a g r e e  C  A g r e e  A
27 .  No matter what the gam e is ,  there are betting s tra teg ie s  that can help 
you to win.
G  b S ÿ ' ^  G ^ I ^ A g r e e  C  A g r e e  0 % ^ "
28. I must be familiar with a gambling game if I am going to win.
G «  Agree O Disagree G
29. To be successful a t  gambling, I must be ab le  to identify streaks.  
« b g r g ? L ’'e G ^ 'A a g ree  O Agree
30. When I gamble it is important to act a s  if I am calm, even if I am not.
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^  D%agree O  Disagree O  Agree C
31. People  who gam ble are more daring and advehturous than those  who 
never gamble
O  A g re e  O  D i s a g r e e  O
32. Som etim es 1 just know I'rh going to have good luck
« A g r e e  O  D i s a g r e e
33. If you have never experienced the exc item ent  of making a big bet, you 
have never really lived
Disag?Le ^  Disagree O Agree
34. If I lose at gambling, it is important to stay calm.
OAgree
35. If I have been lucky lately, I should press my bets  
« A ^ Ï ; ? ' ' '  r  Agroa O Disagraa 0
-
37. Some people can bring bad luck to other people  
g S L * ;  G D ,sa g ra a  r  Agraa A Str.rrgly
38. If I have lost my bets recently , my luck is bound to change  
G G A graa  O Dlsagraa O f
39. I som etim es find myself saying or thinking "I feel that I'm going to win 
this time"
« I S I S  G Disagree O Agraa
40. I som etim es find myself saying or thinking "I knew it was going to be 
that, I said so"
G G Agréa A Disagree 6 # % ^ ^
41. I som etim es find myself saying or thinking "How Come I didn't win?"
« I S I S  « “ 'Aagraa A Agree
42.  I som etim es find myself saying or thinking "This time wasn't very good, I 
could have played better"
G C Agraa O Diaagrea O
Next
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la  Haye there  been periods in the  p a s t  year when you s p e n t  a lo t  of time  
thinking about past/gam bling exper ien ces  or thinking about future gambling  
ventures?
£5 Yes C No
l b .  Have you frequently thought about ways of ge t t in g  more m oney with  
which to gam ble?
O Yes O No
2 a . Have you had periods when you n eeded  to gam ble  more o ften  in order  
to obtain the sa me excitem ent?
C No O  Yes
2b. Have yOu needed  to gam ble  with larger am ounts of m oney or with larger  
bets in order to obtain the sam e feel ing  of e x c i tem en t?
O No C Yes
3 a . Have you tried to cut  down of control your gam bling severa l  t im es in the  
past  and found it difficult?
O Yes C No
3b. Have you tried to stop gambling sev era l  t im es  In the  past  and been  
unsuccessfu l?
O: N o O  Ye s
4. Did you feel quite res t le ss  or irritable after  you tried to cut  down or stop  
gambling?
O  Yes r  No
5a,  Do you so m e t im e s  gam ble to rel ieve the p ressu res  of everyday  life?
C Yes C  No
5b. Does gambling make you feel happier or less  anxious?
O No C Yes
6 a . When you lose  money on a g iven day ,  do you often  return soon another  
day to win back your lo sse s?
O  Yes C  No
6b. When you had a large gambling d e b t ,  did you ga m ble  more often in the  
hope of winning back your money?
C> No C  Yes
7a, Have you often lied to family m em bers ,  fr iends, co-workers or tea ch ers  
about the  e x te n t  of your gambling or gambling debt?
C  Yes C  No
7b. Have you often hidden or tried to hide your gam bling from others ( e .g .
family members)?  
r. No C Yes
8a .  Have you forged a cheque or sto le  som eth ing  in order to finance your  
gambling habit?
C  No C Yes
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8 b .  H a v e  y o u  c o m m i t t e d  à n y  i l lég a l  a c t s ,  s u c h  a s  e m b e z z l e m e n t  o r  f r a u d ,  to  
s u p p o r t  y o u r  g a m b l i n g ?
' G Yes O  N o
9a .  Have you had periods when your garnbllng caused  you problems in your  
relationships with family, friends, co-workers or tea ch ers?
C  No O  Yes
9 b .  H a v e  y o u  m i s s e d  wo rk ;  s c h o o l  o r  i m p o r t a  n t  s o c  I a I o r f a m l l y  a c t i v i t i e s
b e c a u s e  o f  g a m b l i n g ?
6  Yes C> No
10a.  Have you asked  people  to lend you m oney b eca u se  of your financial  
problems due to gambling?
C No O Yes
10b. Have you had others  pay your gambling debts for you ( i .e .  bail you out) 
when you fejt d esp era te  about your financial s ituation?
C  No G  Yes
Next
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1. When you gam ble ,  how often do you go back another day to win back  
money you lost?
som e of the time
O never (less  than half 
the time I lost)
2. Have ypü ever claimed to be winning money gambling but weren't really? 
In fact,  you lost?
^  never (or never «  y e s ,  less  than ha if
gamble) ' the time I lost
r,  ye s ,  most of 
' the time
3. Do you feel  you have ever had a problem with betting money or 
gambling?
■O': No O- Yes, in the past,  but not now 0> Yes
4. Did you ever gamble more than you Intend to?
C Yes O No
S. Have people criticized your betting or told you that you had a gambling  
problem, regardless of whether or not you thought it was true?
C No C Yes
6 . Have you ever felt  guilty about the way you gamble or what happens  
when you gamble?
C Yes é No
7. Have you ever fe lt  like you would like to stop betting money or gambling  
but didn't think you could?
G Yes G No
8. Have you ever hidden betting slips, lottery t ickets /  gambling money, 10Us 
or other signs of betting or gambling from your sp o use ,  children or other  
important people in you life?
G  No C  Yes
9, Have you ever argued with people you live with over how you handle  
money?
G No G Yes
10. Have money arguments ever centred on your gambling?  
O  Yes O No
11. Have you ever borrowed from som eone  and not paid them back as a 
result of your gambling?
O Yes G No
12 Have you ever lost  time from work (or school) due to betting money or 
gambling?
G Yes O No
13 If you borrowed money to gamble or to pay gambling debts ,  who or 
where did you borrow from? (check " y es  " o f  "no" for each).
a. from household money
Y « a
r
N o
r
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b. from your sp o u s e
c. from other  re lat ives  or in-laws
d. from banks, loan c o m p a n ie s  or credit
e. from credit  cards
f. from loan sharks
g .  you c a sh e d  in s t o c k s ,  bonds or o ther  
se c u r it ie s
h. you sold personal or family property
i. you borrowed on your current a c c o u n t  ( e .g .  
p a s se d  bad c h e q u e s )
j. you have  (had )  a cred it  line with a bookie  
k. you ha v e  (had) a credit  line with a ca s in o
r
r
r
r
r
r
r
r
r
r
r
r
Next
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llN»f\TR51TT or
SURREY
T h e  f o l l o w i n g  q u e s t i o n s  a r e  a b o u t  e x p e r i e n c e s  t h a t  y o u  m a y  h a v e  i n  y o u r  
d a i l y  l i f e .  P l e a s e  a n s w e r  t h e  q u e s t i o n s  a s  t o  h o w  o f t e n  y o u  h a v e  t h e s e  
e x p e r i e n c e s  b y  c l i c k i n g  o n  t h e  o p t i o n  w h i c h  c o r r e s p o n d s  t o  t h e  p e r c e n t a g e  
o f  t i m e  y o u  h a v e  t h e  e x p e r i e n c e .  T h e  s c a l e  c o v e r s  N e v e r  ( 0 % )  t o  A l w a y s  
( 1 0 0 % )  in  1 0 %  I n c r e m e n t s .
0 %
N e v e r 1 0 %  2 0 %  3 0 %  4 0 %  5 0 %  6 0 %  7 0 %  0 0 %  9 0 %
1 0 0 % 
A l wa y s  ,
1. Some  
I people  have  
' the
’ experience  
' of driving or 
I riding In a 
! car or bus or 
. subway and 
I suddenly 
: realizing 
‘ that they  
’ don't 
■ remember  
: what has  
happened  
! during all or 
; part of the 
, trip.
; 2. Some  
people find 
' that
- som etim es  
they are 
I listening to 
! som eone  
j talk and 
, they 
I suddenly  
: realize that 
: they did not 
hear part or 
all of what 
, was said.
' 3. Some  
: people  have  
' the
; experience  
' of  finding 
. them se lves  
; in a place 
I and having 
. no idea how 
' they got 
 ^ there
' 4. Some  
, people  have  
: the
i e x p e r i e n c e  
. o f  f i n d i n g  
I t h e m s e l v e s  
, d r e s s e d  in 
c l o t h e s  t h a t  
' t h e y  d o n ' t  
r e m e m b e r
210
Major Research Project
putting on.
5. Some  
people  have  
the
experience  
of finding 
new things  
among their 
belongings  
that they do 
not
remember
buying.
6. Some  
people  
som etim es  
find that  
they are 
approached  
by people  
that they do 
not know 
who call 
them by 
another  
name or 
insist that  
they have  
met them  
before.
7. Some  
people  
som etim es  
have the  
experience  
of feeling as  
though they  
are standing  
next to 
them se lv es  
or watching  
them se lves  
do
something  
and they  
actually see  
them se lves  
as if they  
were looking  
at another  
person.
8. Some  
people are 
told that  
they
som etim es  
do not  
recognize  
friends or 
family 
members.
9. Some  
people find 
that they  
have no 
memory for 
som e  
important  
events  in
r  ; r .  r
r  I r
N e v e r  1 0 %  2 0 %  3 0 %  4 0 %  i 5 0 %  6 0 %  , 7 0 %  8 0 %  9 0 %
1 0 0 %
A l w a y s
r r  r  r
r r r r ’ r  r  r  r  ; r
r  r  r  r i r  r ■. r  r  r l r
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their lives 
(for
exam ple,  a 
wedding or 
graduation).
10. Some  
people  have  
the
experience  
of being 
accused of 
lying when 
they do not  
think that  
they have  
lied.
11. Some  
people  have  
the
experience  
of looking in 
a mirror and 
not
recognizing
th em se lv es .
12. Some  
people  have  
the
experience  
of feeling 
that other  
people ,  
objec ts ,  and 
the world 
around them  
are not real.
13. Some  
people  have  
the
experience  
of feeling  
that their 
body does  
not seem  to 
belong to 
them.
14. Some  
people have  
the
experience
som etim es  
remembering  
a past  e v e n t  
so vividly 
that they  
feel as if 
they were  
reliving that  
event.
15. Some  
people  have  
the
experience  
of not being  
sure  
whether
0 %
N e v e r 1 0 % 2 0 % 3 0 %  I 4 0 % 6 0 %  I 7 0 %  8 0 %
I 1 0 0 %
i A l w a y s
,-.ùj
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things that  
they
remember  
happening  
really did 
happen or 
1 whether  
! they just  
dreamed  
them.
16. Som e  
people  have  
the
e xperien ce  
of being in a 
familiar 
. place but 
j finding it 
I s tra n g e  and 
j unfamiliar.
I 17. Som e  
people find 
that when  
they are 
watching  
te levis ion  or 
a movie they  
becom e so  
absorbed in 
the story  
that they  
are unaware  
of other  
ev en ts  
happening  
around  
them.
18. Some  
people find 
that they  
becom e so  
involved In a 
fantasy or 
daydream  
that it fee ls  
as though it 
j were reaily  
happening  
! to them.
r  r i r  r
r r i r  r i r  r r r r
r r r r i r  r
0 %
N e v e r
r r r
r r ; r r ' r  r r r i r
1 0 %  2 0 %  . 3 0 %  4 0 %  ' 5 0 %  6 0 %  7 0 %  8 0 %  9 0 %
1 0 0 % 
A l w a y s  ,
19. Som e  
people find 
that they  
som etim es  
are able  to 
ignore pain.
20. Som e  
people find 
that that  
they
som etim es  
sit staring  
off into 
sp ace ,  
thinking of 
nothing, and 
are not  
aware of the  
p a s sa g e  of
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t im e .
i 21. So m e  
! people  
. so m et im es  
: find tha t  
' when they  
' are a lo ne  
they talk out  
; loud to 
' th e m se lv es .
22. Som e  
people  find
. tha t  in o ne  
: s ituation  
; they may act  
] so
, differently  
: compared  
with another  
‘ s ituation  
: that  they  
feel a lm ost  
j as if they  
' were  two 
diffe rent 
people .
23. Som e  
people
■ so m etim es
_ find that in 
certain  
: s ituations  
! they are  
; able to do 
j things with  
i amazing  
j e a s e  and  
. sp ontan eity  
j that would  
; usually be 
: difficult for 
‘ them (for 
; exam ple,  
sports ,  
work, social  
situations ,
. etc .) .
24. Som e  
, people
' so m etim es  
find that  
they cannot
■ remember  
' whether
they have  
done
som eth ing  
or have ju s t  
; thought  
about doing  
that (for 
' exam ple,  not  
; knowing 
whether  
, they have  
just mailed a 
letter or
■ have jus t
■ thought  
' about
mailing it).
r  r
r • r
r r
r r
r r r r
e r r
r  r  . r
r  r l r  r r r
r  r  r  r r  r r
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0 %
N e v e r 1 0 %  2 0 %  : 3 0 %  4 0 %  , 5 0 %  6 0 %
25. Som e  
people  find 
ev idence  
that they  
have  done  
things that  
they  do not  
remember  
doing.
26. Som e  
people  
so m etim es  
find
writings,  
drawings,  or 
notes  am ong  
their
belongings  
that they  
m ust have  
done but 
cannot  
remember  
doing.
27. Som e  
people  
so m etim es  
find that  
they hear  
vo ices  inside  
their head  
that tell 
them to do 
things or 
com m ent on 
th ings that  
they are 
doing.
28. Som e  
! people
j so m etim es  
! feel  as If 
i they are 
I looking at  
j the world 
I through a 
1 fog so  that  
[ peop le  and  
I objec ts  
I appear far 
I away or 
i unclear.
r ! r
7 0 %  ' 8 0 %  I 9 0 %
I 100%
I A l w a y s
r ' r
r I r r
Next
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s t r o n g l y S l i g h t l y
N e i t h e r
A g r e e
o r
D i s a g r e e  D i s a g r e e  D i s a g r e e  | D i s a g r e e
1. In m ost  
ways my 
life is 
c lo s e  to 
my ideal.
2. The  
conditions  
of my life 
are
ex ce llen t .
3. I am 
sa t is f ied  
with my 
life.
4. So far I 
have  
g o t ten  
the
important  
things I 
want in 
life.
5. If I 
could live 
my life 
over,  I 
would  
change  
alm ost  
nothing.
S l i g h t l y
A g r e e A g r e e
S t r o n g l y
A g r e e
I  r
Next
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1. How much do you like the p la ce  where you live?
^  not a t  r, very ^  a v e ra g e  or a -v a g rea t
" all little OK  ^ ’ lot ^  deal
2. How sa t is f ied  are you with the am ount of privacy you have  in your current  
living situation?
r , a g r e a t  ^  a ^  a y era g e  or / .  very /,; ;npt at
deal ^  lot ^  OK ^ l i t t l e  ^  all
3. How sa t is f ied  are you with the amount of sp ace  you have in your current  
living situation?
4. How much do you like the food you usually ea t?
"  « g ,
5. How sa t is f ie d  are you with th e  way you spend your ev en in g s  and
w e ek en d s?
6  n o t  a t
6. How sa t is f ied  are you with the  number of friends you ha v e?
7. Do you feel  as c lo se  to your friends as you would like to be?
«  «  s r " " "  "  « S  « â f * '
8 .  How sa t is f ied  are you with the  kind and am ount of con tact  you have with 
the o p p o s i t e  s e x ?
r  a g r e a t  / .  a a v e r a g e  o r  vv v e r y  ^  n o t  a t
C. j g g ,  U  lo t  G  OK ' l i t t le  all
9. How sa t isf ied  are you with your current social: life?
10. How sa t is f ied  are you with the kinds o f  relationships you have with 
members of your family?
« d a '" '  « L  « S
11.  How sa t is f ied  are you with the  way you spend your days?
« s
12. How sa t is f ied  are you with the  kind of work that you do?
— a g r e a t  ~  a «  a v era g e  or >. very / .  not a t
deal lot OK little * all
13. Do you feel  that you are working as much as you would like?
«  o L  <■ n«,l « i S '" '
14. How sa t is f ied  are you with your current psychological condition?
r  not a t  ^  very ^  P y e fa g e  or ^  a /S a g rea t
- all  ^ little *• OK - lot deal
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15.  How s a t i s f i e d  are you with yo ur  p r e se n t  life?
n o t  a t  
all little
1 6 .  How s a t i s f i e d  are  you with y o u r se l f  on th e  w h o le ?
r  a g r e a t  
■" deal «rot
^ .g y ^ r o g e  or r  n o t  a t  
■ all
1 7 ,  Do you fee l  you g e t  a s  much e n jo y m en t  from life as m o s t  peop le  do?  
n o t  a t  very a v e r a g e  or / . am  " V L q u y -  VC, y g", u c u y c  w,  ^
all " little - OK - lot « I T "
18 .  Do you fee l  th a t  you ha v e  a s  much freedom  as  you want?
n o t  a t  
all
r  a v e r a g e  or 
OK Q lot
am*
& SURREY
That w a s  th e  la s t  o f  the  q u e s t io n s .  To en te r  th e  prize draw, p l e a s e  en ter  
your em ail  a d d r e s s  In the  following t e x t  box. P le a se  m a k e  su re  tha t  It Is 
correct before  clicking on "Next".
Next
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UNIVERSITY O f
Thânky0U for y&tir interest.
T h a n k  y o u  f o r  t a k i n g  p a r t .  R e m e m b e r  t o  c h e c k  y o u r  e r n a i l  s h o r t l y  a f t e r  1 6 t h  
J u n e  2 0 0 8  t o  s e e  i f  y o u  a r e  t h e  w i n n e r  o f  t h e  E l ;O h  o f  £ 5 0 ^
I f  y o u  h a v e  a n y  c o n c e r n s  a b o u t  a n y  i s s u e s  a d d r e s s e d  in  t h i s  q u e s t i o n n a i r e ,  
p i e a s e  c o n t a c t  m e  <~a . i a u r i e @ s u r r e v . a c . u k ) o r  y o u r  G .P ,  I f  y o u r  c o n c e r n s  a r e  
r e l a t e d  t o  y o u r  g a m b l i n g ,  y o u  m a y  a i  s o  f i n d  a c c e s s i n g  s u p p o r t  f r o m  G a m  C a r e  
h e l p f u l  at-.
h t t o ' / / W W W ,  a a m c a r e . o r a . u k /
P i e a s e  s e n d  t h e  l i n k ,  b e l o w  t o  a s  m a n y  p e o p l e  a s  y o u  c a r e  t o  a s  I  a f n  I p o k i n g  
f o r  a s  m a n y  p e o p l e  t o  t a k e  p a r t  a s  p o s s i b l e .
b t t p j / i  w VYwTa h s . s u i T e v . a c . u k / s u r v e v / a a m b i i n a /
M a n y  t h a n k s  f o r  y o u  h e l p ,  T o n y  L a u r i e
I -  -"ver^d b\ Sawi-'Oth S o f : - a t e .  in
If someone did not consent to participate, they were taken to the following screen:
Thank you for you Interest:
T h a n k  y o u  f o r  v i s i t i n g ;  I f  y o u  c h a n g e  y o u r  m i n d ,  p l e a s e  r e v i s i t  b y  foi  l o w i n g  
t h e  l ink  y o u  u s e d  t o  g e t  h e r e  o r  c l i c k  o n  t h e  l ink  b e l o w .  I f  y o u  k n o w  o f  
a n y b o d y  w h o  m a y  l i k e  t o  t a k e  p a r t ,  p l e a s e  e m a i l  t h e m  w i t h  t h e  l ink  : 
h t t p  : / / w w w . f a h s . s u r r e y , a c . u k / s u r v e v / a a m b i i n a /
Powered by SdWiPoth Sbf#a ie% Inc.
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Appendix H -  Confirmation o f Ethical Approval
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O r M a r k G r o p I e y ......................................  ..............
C h a in  Facu l ty  o f  Arts  a n d  H u m a n  S c i e n c e s  Eth ics  
C om m it tee  :
Univers ity o f  S u r rey
Tony Laurie.
Department of Psychology-3^^ Year Gtinicat Trainee 
University of Surrey
Major Research Project
UNIVERSITY OF
Fatuity of
Arts and Human Sc antes
CyiSdtofcS. Surrey GU2 u s  
T.+«4(0)1<«JES9445
T)earTo#y
Reference;  217-PSY*08
Title of  Project:  An Investigation into the re lationship b e tw een  e r ro n e o u s  perceptions,  
dissocia t ion  and  life sa t is faction with loss  of  control In the  explanation  o f  gambling 
behaviour .....  .......
.ThankiyouTor your submission of the above proposal. ;
The Faculty of Arts and Human Sciences EthicS iGommittee has given favourable ethical
opinion.
If there are any significant changes to this proposal you may need to consider requesting 
scrutiny by the Faculty Ethics Committee.
Yours sincerely
.:Dr MarkiCtppiey'
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Appendix I -  Currency conversion rates
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These rates were provided online by Google.co.uk 08.05.2008.
1 U.S. dollar = 0.507047967 British pounds 
1 Australian dollar = 0.479870196 British pounds 
1 Canadian dollar = 0.501878613 British pounds 
1 Euro = 0.786837035 British pounds 
1 Hong Kong dollar = 0.0650547612 British pounds 
1 Norwegian kroner = 0.100015211 British pounds
1 United Arab Emirates Dirham (AED) = 0.27 U.S. Dollar = 0.1369008 British Pounds 
1 Hungarian forint = 0.00320477076 British pounds
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